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Attitude of the Hospital Associations to the 
National Health Program 


the American, the American Potestant, and 

the Catholic Hospital Associations of the 
United States together with a selected group of 
their Technical Advisers express to you, Mr. 
Chairman, their grateful appreciation for this 
opportunity to voice their opinions and to pre- 
sent to you the resolutions of their respective 
Associations on the National Health Program. 
The hugeness of the undertaking and its probable 
significance for the future of our Nation imply 
moral responsibilities not only for our hospital 
Associations but for the Government as well to 
bring to bear upon the formulation of a National 
Program all the acumen and the combined expe- 
rience of those who for a century and a half have 
carried, many decades without government sup- 
port, the responsibility for the safeguarding of 
the Nation’s health. The three Hospital Associa- 
tions, therefore, thank you for this opportunity 
and we hope that the mutual understanding which 
may be developed between the Government and 
the private agencies, dealing with National health 
may result in a program in which cooperation be- 
tween these two groups of agencies may prove to 
be the dominant and the controlling characteristic. 


Te REPRESENTATIVES here assembled of 


In saying this the three Hospital Associations 
are greatly encouraged by a recent pronouncement 
by President Roosevelt himself. In his address 


on the Mobilization for Human Needs he calls at- 
tention to the fact that 


“There are some persons who say that the 
need for voluntary private agencies has de- 
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creased. They say that the government— 
Federal, state, and local—has moved in and 
taken over part of the jurisdiction of the pri- 
vate agencies. Such persons talk as if the 
scope of voluntary action and of mutual aid 
had been limited, or even eliminated. 


“Private community effort is not contra- 
dictory in principle to government effort, 
whether local, state, or national. All of these 
are needed to make up the partnership upon 
which our Nation is founded. The scope of 
voluntary action cannot be limited because 
the very desire to help the less fortunate is a 
basic and spontaneous human urge that 
knows no boundary lines. It is an urge that 
advances civilization. I like to think it is a 
national characteristic.” 


The three Hospital Associations are also en- 
couraged in their attitude by the fact that in the 
documents submitted to the National Health Con- 
ference on July 18 and 19 of this year, mention 
is occasionally made of the anticipated cooperation 
between the governmental and the private 
agencies. Furthermore, various individuals close 
to the interests and activities of the Interdepart- 
mental Committee have from time to time ex- 
pressed the necessity of maintaining the relation- 
ship through which the present level of excellence 
in the National Health has been achieved and 
through an intensification of which, especially if 
the private agencies receive the increased support 
and sympathetic understanding of the Govern- 
ment, still greater results might be confidently ex- 
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pected. All three Hospital Associations are con- 
vinced that the path of understanding which has 
been historically developed and which has been 
found pragmatically so efficient is capable of in- 
definite expansion to the progressive benefit of all 
of those interests which are involved in National 
Health. 


Stressing Important Basic Principle 
for Future Development 


It is not our place at this moment to urge upon 
those who are to formulate our legislation the 
motives which we believe should urge them to 
recommend any particular pattern. It is our 
place here to stress what we believe to be the im- 
portant, guiding, and controlling principle in any 
future development, namely, the principle that 
whatever programs and procedures are drafted, 
they should be such that, in the words of a par- 
ticularly valuable and experienced member of our 
Committee, “they may alter to the least necessary 
extent the existing plan of cooperative under- 
standing between public and private agencies.” 
This principle does not imply that the represen- 
tatives of the Hospital Associations have blinded 
themselves to shortcomings in our present sys- 
tem. We may well admit that on the part of the 
voluntary agencies there should be developed 
greater coordination, continuity, and unity of ef- 
fort; that on the part of the governmental agen- 
cies there should. be extension of function into 
hitherto unaffected geographical, psychological, 
and social areas; and with reference to the mutual 
cooperation of the two that there should be more 
careful and effective planning, more extensive mu- 
tual subsidy of effort. Wherever possible the gov- 
ernmental agencies should place at the disposal 
of the private agencies those resources which are 
required to accomplish the work which the pri- 
vate agencies could perform more effectively than 
the governmental agencies. 


All of this we frankly admit. There still re- 
mains, however, the outstanding fact that con- 
sistent with American trends, the Government has 
allowed the private agencies the fullest exercise 
of their initiative and their prudent zeal in the 
promotion of ever so many of our national re- 
sponsibilities. Now that we welcome the increased 
interest of the Federal Government, as well as of 
the state and local governments inspired by the 
Federal Government, in the health problems of 
the Nation, we are convinced that this increased 
and stimulated interest should manifest itself in 
deeper insight into and a far reaching influence 
towards the relationships between the private and 
the public agencies. It seems unnecessary to point 
out that this thought could be indefinitely ampli- 
fied if time and the occasion permitted. 
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Extension of Public Health Service 


In pursuance of this fundamental principle our 
three Associations now turn to an expression of 
opinion on various elements of the National Health 
Program. With reference to the extension of pub- 
lic health services our three Associations are in 
accord concerning the need of such extension. If 
any further words are to be added they would 
necessarily take the form of words of caution. 
It is certainly unnecessary to state before a group 
such as the Interdepartmental Committee, that 
administrative procedures must follow available 
scientific progress in areas where a cautious scien- 
tist himself might hesitate to counsel a social pro- 
gram which applies a scarcely well formulated sci- 
entific position. This caution is all the more 
needed when in one’s enthusiasm concerning the 
achievements of public health work one is apt to 
forget that the different medical and disease con- 
ditions require different administrative procedures 
if scientific knowledge is to be applied to their 
control and prevention. 


A further consideration which we should like 
to bring before the Interdepartmental Committee 
is the recommendation that in the extension of 
public health facilities full recognition be given to 
the work of the private agencies in conformity 
with the principle already discussed. In the pro- 
nouncement of the Interdepartmental Committee 
stress is laid upon the fact, for example, that the 
out-patient departments and clinics of the coun- 
try are at present inadequate to cope with the 
national needs. This we readily admit. On the 
other hand, somewhere in public thinking there 
must be an emphasis upon the fact that after all 
these out-patient departments and clinics the 
country over have achieved literally enormous re- 
sults which if they were now discontinued or re- 
duced in their effectiveness, would throw upon the 
Government resources a strain which could not 
be justified in view of the enormous sums of 
money already invested for the purpose of serv- 
ing the public. 


Similar comments might well be made with ref- 
erence to the organizations which through their 
educational, social, and medical influence have pro- 
moted health consciousness in the American mind 
and have in specific fields achieved a truly phe- 
nomenal success. 


Enlargement of Grants Under Social Security Act 


With reference to the enlargement of grants 
under the Social Security Act for the care of the 
sick unemployed, child welfare, maternity welfare, 
and the care of crippled children, the three Asso- 
ciations again are in complete accord in giving 
their whole-hearted approval. They would heart- 
ily subscribe, however, an addition to the financial 
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allotments for the care of the chronically ill in 
the old age group and would recommend the addi- 
tion of the chronically ill of all ages as benefi- 
ciaries under this Act if its provisions can be ex- 
tended to this deserving group. 


Increasing the Number of Hospitals 


With reference to the increase in the number 
of hospitals, the representatives of our three Asso- 
ciations recommend a measure of prudent reserve 
no less than of effective activity. On the one 
hand it is clear that there is need of increased 
hospital facilities in certain areas of the country. 
On the other hand, it is equally clear that at 
times considerations other than those of a local 
need have entered into the erection of govern- 
mental institutions, which once they have been 
erected have not only consumed enormous sums 
in their operation but have also tended towards 
weakening the effective operation of existing in- 
stitutions. It is strongly recommended by all 
three Associations that the extension of facilities 
should take place only after an impartial survey 
of local needs. 


Importance of Surveys of Local Needs 


This raises the whole question of the signifi- 
cance of surveys of local needs and of the tech- 
niques to be employed in these surveys. The ques- 
tion is too large a one to enter into here, never- 
theless, our three Associations desire to point 
out this at the present moment, that in mak- 
ing a survey not only professional competence 
of the surveyors be considered but also the neces- 
sity of adequate representation of the parties 
interested in formulating the recommendations 
based upon a survey. Various groups have sug- 
gested a diversity of plan to insure such repre- 
sentation. This might be done through a na- 
tional agency created by the Government or it 
might be left to local agencies responsible to the 
Government. But it certainly seems to be the 
part of wisdom to authorize the expenditure of 
public funds only when the need for which they 
are to be expended has been frankly ascertained 
and when the multiplication of facilities does not 
operate against the continued employment of fa- 
cilities already created. 


Extension of Special Hospital System 


With reference to the extension of the special 
hospital system, that is of hospitals for tuber- 
culosis, for the nervous and mental patients, and 
so forth, the three Associations endorse the pro- 
gram of the Interdepartmental Committee, again, 
however, subject to the restriction that such ex- 
tensions as might be contemplated be made only 
after a carefully elaborated survey. 


_ Care of the Indigent 
The problem of the care of the indigent and 
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of the medically indigent is, needless to say, 
the focal point of interest in this question. It 
must be pointed out that one of the chief reasons 
for the existence of private hospitals is the fact 
that they give care to the indigent and to the 
medically indigent. This is the basis upon which 
the private institution appeals for public volun- 
tary support. It is for this reason, furthermore, 
that the American Government, in all its various 
subdivisions, has recognized the validity of the 
contention that these hospitals are to be held 
immune from certain tax obligations. It is rec- 
ognized furthermore that the institutional atti- 
tudes developed through the care of the indigent 
have been a valuable resource by reason of which 
these institutions have been able to do so much 
for the National Health. It is through these in- 
stitutions that philanthropy and charity have 
found their most effective expression. All of these 
gains can be considered national assets of the 
first importance. Our three Associations desire 
that these assets should be retained undiminished 
in their magnitude and in their effectiveness for 


’ American life. 


In the pronouncements of the Interdepartmental 
Committee great stress is laid upon the Govern- 
ment’s responsibility for the care of the indigent. 
With this again we are in accord but that re- 
sponsibility surely cannot be visualized as an ex- 
clusive responsibility nor as one which must ab- 
sorb the social resources that have been developed 
through our existing American procedure. Here 
again we should like to emphasize the develop- 
ment of cooperative plans by the public and pri- 
vate agencies. Here again if the cooperative plan 
is to be intensified, there may be an opportunity 
for the wise and profitable expenditure of public 
funds to remunerate in part the private institu- 
tions for the public service which they are ren-~ 
dering and thus to increase their effectiveness for 
the promotion of the public welfare. The alloca- 
tion of tax support for these public services would 
stimulate the private institutions towards still 
greater efforts and would, we hope, place at the 
disposal of the medically indigent and the indi- 
gent, facilities which the Government would un- 
doubtedly find it extremely difficult to duplicate. 


If tax support were granted to the private in- 
stitutions for these public services, a viewpoint of 
certain less privileged groups, especially among 
the laboring and the agricultural population, would 
be effectively met. They contend that they wish 
to receive sickness care not as charity but as a 
right. If they were admitted into private insti- 
tutions on the basis of a part pay rendered by the 
Governmental Agencies, they would feel that they 
have a claim upon the service of the private in- 
stitution and the odium of receiving charity—a 
viewpoint, by the way, which it is very difficult 
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to evaluate—would be effectively removed. It is 
for this reason again that we enter here a plea 
for a continuance of the historical relationship 
between the public and private agencies and an 
intensification of this relationship. 


Prepayment of Hospital Care 


Concerning the prepayment of hospital care, our 
three Hospital Associations are in accord that 
through non-profit plans, on a voluntary basis, 
sound programs under professional leadership, and 
extension of these plans to rural areas with a lib- 
eralization of the membership requirements and 
the extension of benefits, should be strongly urged. 
The hospital insurance plans which are so young, 
have, nevertheless already shown their ability to 
face the national needs with a vigorous effective- 
ness. These plans should be given the fullest en- 
couragement. If effective, as they undoubtedly 
will be, they will reach larger sections of our 
population. They will reach down more and more 
into the less privileged groups as financial re- 
serves are built up which will make them actua- 
rially and financially sound and will encompass, 
we honestly believe, a major part of the need to- 
wards the alleviation of which the National Health 
program is devised. The suggestion has been 
made and is seriously entertained to request the 
Interdepartmental Committee that steps be taken 
to formulate legislation enabling these Associa- 
tions to secure Federal charters not only as a 
stimulation to them in their endeavors but also to 
facilitate administration and extension. 


Compulsory Health Insurance 


With reference to compulsory health insurance, 
our three Associations have not as yet reached a 
complete unanimity. To this much all three Asso- 
ciations: would subscribe, that if provisions for 
compulsory health insurance are to be understood 
as a prescription for every citizen to provide for 
some form of health and sickness security, all of 
us would be in complete accord. In other words, 
if it were left to the individual citizen to adopt 
this or that form, provided he adopts a form of 
economic protection in sickness, all of us would 
subscribe to such a program. With reference to 
alternative plans, however, we might find among 
ourselves some diversity of opinion. 


Wage Loss Compensation During Illness 


Finally, with reference to wage loss compensa- 
tion during illness, which would also affect the 
private hospitals in many economic and social 
ways, our three Associations heartily endorse the 
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plans which are now under development by the 








Interdepartmental Committee, stressing again, 


_ however, the thought that any forms of acceptable 


insurance which may now be operative should be 
maintained rather than to plan to displace such 
agencies as have proved their ability to cope with 
the problems which they have been founded to 
meet. 


The three Hospital Associations here repre- 
sented submit this statement in the confident hope 
that it will be welcomed by the Interdepartmental 
Committee as the expression of those who have 
historically developed as complete a system of 
health care as any civilized nation in history has 
thus far succeeded in evolving. We thank the 
members of the Interdepartmental Committee and 
of the Technical Committee for the stimulation to 
our thinking which the various documents issued 
by the governmental committees have supplied. 


Fred G. Carter, M.D., Cincinnati, Ohio 

President-elect, American Hospital Asso- 
ciation 

Reverend Alphonse M. Schwitalla, S. J. 

President, Catholic Hospital Association 


Bryce L. Twitty, Dallas, Texas 
President, American Protestant Hospital 
Association 
——@——— 


The members of the Committee of the Ameri- 
can, Catholic, and Protestant Hospital Associa- 
tions invited to confer with the Interdepartmental 
Committee of the Social Security Administration 
consisted of the following: 


American Hospital Association: Rt. Rev. Msgr. 
M. F. Griffin, Cleveland, Ohio, Senior Trustee; 
Fred G. Carter, M. D., Cincinnati, Ohio, Presi- 
dent-elect; Claude W. Munger, M. D., New York 
City, Past President; Christopher G. Parnall, M. 
D., Rochester, New York, Past President; Michael 
M. Davis, Ph. D., Chairman, Council on Public 
Education; F. Oliver Bates, Charleston, South 
Carolina, Former Trustee; Henry J. Southmayd, 
New York City. 


Catholic Hospital Association: Reverend Al- 
phonse M. Schwitalla, S. J., St. Louis, Missouri, 
President; Reverend John W. Barrett, Chicago, 
Illinois, Second Vice-President; Reverend Joseph 
S. O’Connell, New York City, Third Vice-Presi- 
dent. 


American Protestant Hospital Association: 
Bryce L. Twitty, Dallas, Texas, President; Edgar 
Blake, Jr., Gary, Indiana. 


Technical Advisors to the Joint Advisory Com- 
mittee: Bert W. Caldwell, M. D., Chicago; William 
F. Montavon, Washington, D. C.; C. Rufus Rorem, 
Ph.D., Chicago; M. R. Kneifl, St. Louis, Missouri. 
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Hospital Responsibility in Non-Profit | 


Insurance Plans 






BASIL C. MacLEAN, M.D. 


birth of group hospitalization took place in 

Dallas nine years ago and that the obstetrician 
was a hospital administrator. The principle of 
periodic payment for hospital care had been used 
in industry here and there for restricted groups, 
but the Dallas experiment was the first group hos- 
pitalization plan with a community appeal. Early 
in 1932, I assisted in starting a single hospital 
plan in another southern city. We were eager to 
obtain information and advice, but there were no 
experts to consult. There had been extremely lit- 
tle experience with the new idea; there were no 
charts of the new sea, and we turned to a Dallas 
hospital executive for counsel. Within two years 
that plan and other plans had incorporated on a 
multi-hospital community basis and in practically 
every instance, hospitals supplied the urge, the 
effort, and when necessary, the initial working 
capital. I mention this because it is disconcerting 
to hear disparagement, occasionally, of the part 
which hospitals have played in the establish- 
ment of the hospital care insurance program. 


l is common knowledge that the non-industrial 


Prophets of gloom have told hospital adminis- 
trators that in their zeal for hospital insurance 
plans, they have spawned a monster which may 
turn and destroy the hospitals. Less doleful seers 
have said that such plans may fasten upon the 
hospitals an administrative control as dangerous 
as a political dictatorship. Complacent in the face 
of such threats, I believe almost all hospital ad- 
ministrators have faith in the common sense of the 
millions who are the beneficiaries of hospital care 
insurance, who are partners in the program and 
who really own the hospitals in which hospital 
care is provided. Many of the trustees of hospital 
insurance plans are trustees of participating hos- 
pitals. Our associatien with executives of these 
plans during the pest few years justifies our con- 
fidence in the ability of these executives and their 
fairness in dealing with hospitals. They have no 
Utopian concepts of the program but they realize 
it involves more than the management of an in- 
surance company. Without any motives of flat- 
tery, I am confident that we can look to these new 
associates for leadership and stimulation in the 
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@ Dr. Basil C. MacLean is Medical Direc- 
tor of Strong Memorial Hospital, Rochester, 
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Hospital Association Committee on Hospital 
Service Plans. 








hospital field. Our relationship to each other is 
closer and our responsibility greater now that 
there is a Council on Hospital Care Insurance in 
the American Hospital Association. 


Service Contract—The Key to Community 
Plan Success 


It is trite to remark that the key to success in 
the non-profit community plan is the service con- 
tract. It takes more than promotional skill, ex- 
pert salesmanship, and religious fervor to attract 
and hold the public to a plan. Voluntary hospitals 
are community enterprises and for the most part 
they enjoy the respect and good will of the public. 
They represent an enormous investment in com- 
munity money and their support of a plan is a 
prerequisite to its success. Failure to build a 
community plan on hospital support makes hospi- 
tal insurance vulnerable to commercial competi- 
tion. The subscriber contracts of almost all suc- 
cessful plans are underwritten or guaranteed 
by hospitals and such plans derive their strength 
from the interdependence of hospitals and hos- 
pital care insurance associations. The cash in- 
demnity type of contract is no protection against 
the pernicious multiple fees and extra charges 
which are found in the average hospital bill today. 
Perhaps the success of the inclusive per diem rate 
system of payment to hospitals which obtains in 
many hospital insurance plans, may encourage 
hospitals to make inclusive rates available for all 
patients. 


It must be admitted that except in a few com- 
munities, hospitals have not yet learned the value 
of joint action or mutual aid. Hospital Councils 
have been fostered but the usual attitude of two 
or more hospitals in a community toward each 
other is one of suspicion, distrust, and more or 
less polite antagonism. People are puzzled by 
such a relationship. They expect a healthy rivalry 
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but believe that hospitals should be at least as 
friendly as competing candidates in a Democratic 
primary. Hospital insurance plans give a new 
opportunity to hospitals to coordinate their facili- 
ties and attune their objectives. In some places 
this influence already is evident. Even more im- 
portant, however, is coordination of effort in an 
area where there is more than one hospital insur- 
ance plan. Certain types of public service are 
a natural monopoly and two competing non-profit 
hospital insurance plans in the same area are as 
useful as two competing telephone systems in 
that area. 


Responsibility of the Hospital to Be Fair 


Another responsibility of hospitals in dealing 
with hospital care insurance plans is in the ap- 
praisal of value of their services. Hospital insur- 
ance is designed to put hospital care in the family 
budget rather than to put dollars in the hospital 
budget, but the hospital is entitled to a fair and 
reasonable price for its service. However, hos- 
pital insurance plan payments should not be ex- 
pected to cover accumulated deficits from past 
years, extraordinary expenses of special hospital 
activities, or for hospital care at night club rates 
arrived at by fancy accounting methods. Hospital 
leadership in insurance does not mean emphasis 
exclusively upon hospital finance. The hospital 
has a responsibility to be fair. When it is other- 
wise, it is committing group hospitalization homi- 
cide and institutional hara-kiri. 


Unfortunately there are still many hospital 
trustees and administrators who have failed to 
grasp the significance of the voluntary hospital 
insurance program in the United States. Some 
of these are honest in their belief that there is 
no need for improvement in the methods of dis- 
tributing the financial burden of hospital care. 
Their private and semi-private beds are occupied 
and at least ninety per cent of these patients pay 
their bills. They are looking into the wrong end 
of the telescope and they see only their own insti- 
tutions. The head waiter sees no signs of hunger 
because he sees his patrons eat. 


Others have been misled and cowed by mem- 
bers of their medical staffs and the bogey of social- 
ized medicine has been raised to fog the issue. 
Hospital administration does not fit well the form 
of a Charlie McCarthy to speak only the ventrilo- 
quisms of various Bergens. Furthermore I am 
convinced that the majority of thoughtful, un- 
biased, and informed medical men in this country 
realize that hospital insurance is, or can be, a 
boon to them and to their patients. Its extension 
is inevitable and its fate has ceased to depend on 
the digestion of a professional spellbinder. It is 
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safe to wager that a howl of horrified protest 


_ would be heard from hospitals, physicians, and the 


public if in any community an existing approved 
hospital care insurance plan were withdrawn. 


Hospital Service Insurance — Health Insurance 


There have been many requests from physicians 
to executives of hospital insurance plans for in- 
clusion of health insurance in these plans. These 
requests have come from doctors who at first 
were bitter critics of the plans. Desperate and 
belated attempts are now being made to organize 
parallel association for health insurance on a vol- 
untary basis, but perhaps there has been too much 
fiddling while Rome burned. Socialized medicine 
is not coming. It is here. 


Louis 8. Reed’s most recent book, Health Insur- 
ance, should be read by everyone concerned with 
hospitals and hospital insurance. I hope he is 
wrong in his prediction that “there is little pros- 
pect, as long as the (hospital insurance) plans 
are on a voluntary basis, that any large proportion 
of wage earners will enroll.” In one city, where 
already in a population of 330,000 there are 
over 100,000 people protected by hospital insur- 
ance, a large number of wage earners in the lower 
brackets would enroll voluntarily if medical serv- 
ice could be provided on a similar basis. Not 
long ago a feasible ward service plan was pro- 
posed to meet this need. It provided payment to 
the doctor, smaller payments to the hospitals, and 
safeguard against abuse. It would have lessened 
the burden on the community chest and on tax 
funds, since most of these prospective additional 
subscribers and their dependents are now eligible 
for hospital care at or near the free level. The 
proposal was disapproved by the Executive Com- 
mittee of the County Medical Society. Ward plans 
will be developed successfully, however, when the 
profession and the public realize the possibilities 
of such plans for improvement of public morale, 
public health, and public welfare. 


The friendly criticisms which Mr. Reed makes 
when he speaks of hospital insurance are just 
ones. On an equally friendly basis may I express 
the hope that the sincere and business like effort 
of hospitals to provide care through voluntary 
insurance plans, without charity and without 
profit, may persuade governmental agencies to 
withhold a compulsory system. 


Hospital Care and Medical Practice 


A few fussy little men have questioned the 
principles which have been declared by the Ameri- 
can Hospital Association on the subject of hospital 
care and its relation to medical practice. Through- 
out the country, however, from hospital trustees, 
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from hospital administrators, from physicians, 
and from others who are interested in the prob- 
lems of providing hospital care, have come mes- 
sages of commendation. Executives of hospital 
insurance plans and others concerned with the 
hospital insurance program in this country have 
a real interest in these principles and in recent 
articles on the subject by such outstanding au- 
thorities as Goldwater and Davis. Their clear 
explanations have offset the insidious attempts 
in some quarters to sterilize hospital insurance 
plans by restricting their benefits to nourishment 
and nursing in a hospital bed. The responsibility 
is ours to oppose such efforts to emasculate the 
protection which a patient is entitled to receive. 


Some attempts at disparagement of hospital 
care insurance have been based on its flavor of 
social service and proponents of hospital insur- 
ance have been classed as “do gooders” and social 
uplift zealots. I suggest, however, that it is com- 
mon sense, not Communism, which prompts a plan 
to make the distribution of hospital care as effi- 
cient as its production. The independence of non- 
governmental hospitals depends upon the hos- 
pitals’ ability to identify their interests with that 
of the general public. Hospitals have always as- 
sumed the risk of providing hospital care and 
insurance plans involve no new liabilities. There 
is no humbug in hospital insurance and it is not 
a platform for policitians or demagogues. It com- 
bines recovery of hospital status with reform of 
hospital methods, but it is a simple, straight, hard- 
headed business proposition. It is not the toxin, 
but the anti-toxin of political itch. 


Costs of Hospital Care Distributed on a 
Voluntary Basis 


Little vision is needed to forecast the end of 
the voluntary hospital in this country unless on a 





voluntary basis, costs of hospital care are better 
distributed. Hospitals must recognize trends in 
community organization and lead, rather than ob- 
struct. Today too many self-respecting people 
still are faced unexpectedly with hospital bills far 
beyond their means. By pooling resources on a 
periodic payment plan, these people pay only the 
average expenditure and hospital care can be put 
in the family budget. On a voluntary basis, no 
burden of cost or control is imposed on the Gov- 
ernment. It should be obvious to all of us that 
within the near future, the state, regardless of 
party and through its various subdivisions, will 
assume even more responsibility for the hospital 
care of the indigent. Private philanthropy of 
necessity is passing the burden to public tax 
funds. With a widespread, active, and intelligent 
program of voluntary non-profit hospital care in- 
surance, there will be less reason for the govern- 
ment to extend its paternalistic activities above 
the much quoted “lower third.” 


Six years ago at a meeting of the American 
College of Surgeons in St. Louis, I ventured hum- 
bly to say that “hospital insurance is not a panacea 
for all our ills, but it seems to offer the greatest 
promise of deliverance from economic pain.” 
After six years I should like modestly but sin- 
cerely to express the opinion that voluntary hos- 
pital care insurance is the most important eco- 
nomic and social development in American 
hospitals since they emerged from the status of 
hostels for paupers. The responsibility for this 
broad nation-wide program rests squarely upon 
hospital trustees, physicians, administrators, and 
all others concerned with the future of the volun- 
tary hospital. The most direct responsibility is 
upon hospital executives. If we fail to accept it, 
our successors will record the fact that we missed 
the greatest opportunity of our generation. 


$$$ —____ —_ 


University of Minnesota Institute for Hospital Administrators 


The University of Minnesota announces that in 
cooperation with the Minnesota Hospital Associa- 
tion and the American College of Hospital Ad- 
ministrators a six-day Institute for Hospital 
Administrators will be held January 23-28, 1939, 
at the Center for Continuation Study, University 
of Minnesota, Minneapolis. 


The Institute will be under the direction of Dr. 
Peter Ward, president of the Minnesota Hospital 
Association; Dr. William A. O’Brien, director of 
Post-Graduate Medical Education; J. M. Nolte, 
director of the Center for Continuation Study; 
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Gerhard Hartman, executive secretary of Ameri- 
can College of Hospital Administrators; and the 
Committee on Institute—Ray Amberg, chairman; 
Dr. A. F. Branton, Arthur Calvin, and Esther 
Wolfe. 


The previous Institutes at the University of 
Minnesota have been particularly well attended 
and of unusual interest. With the period of the 
Institute extended from three days, as in former 
years, to six for the present Institute, hospital ad- 
ministrators will appreciate the benefits to be 
derived from this Institute. 
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Importance of Being Educated for the Job 
We Undertake 


FREEMAN W. BURFORD 


UR subject is as wide as the seven seas 
O and perhaps almost as turbulent. It is a 

pretty general subject and because of its 
generality I am sure I will be forgiven any tres- 
passing in other fields, just as long as I confine 
my remarks to matters which I consider of inter- 
est to the hospitals of America as seen from the 
viewpoint of the average trustee. 


Training and Education the Important Factor 
in Hospital Operation 


The importance of being educated for any work 
is more or less self-evident, but in the hospital 
business, the seventh largest business on the list 
of investments within the United States, it is more 
than ever important. The entire hospital opera- 
tion of America and the world is based on educa- 
tion. The tireless studies of. our doctors, the 
tedious training of our nurses in their skilled 
professions, point to the absolute demand for edu- 
cated efficiency. 


Doctors and nurses and well-grounded superin- 
tendents daily show us the necessity of proper 
education for a task successfully done. Their 
clock-like precision in administering various hos- 
pital departments, their continuous studies, their 
self-sacrificing labor and toil in behalf of their 
hospital and the humanity under their care, may 
well point a lesson to the average hospital trustee. 


Trustees’ Interest in Their Hospital 


I am a trustee of a small, but progressive and 
efficient hospital, the Methodist Hospital of Dallas. 
As a trustee, I take a keen interest in the admin- 
istration of this hospital’s affairs, but I have to 
admit that despite my interest I am not as close 
or conversant with the general run of my hospi- 
tal’s business as I should be. I feel that this fail- 
ing is shared by thousands of other well-meaning 
hospital trustees throughout the country. Almost 
all of us attend meetings and luncheons, hear the 
regular reports and are satisfied with being told 
that “all is well.” 


Generally speaking, trustees are pretty busy 
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people in their own right. They have to stay 
steadily at their offices in these days of uncertain 
business conditions. While they have their hospi- 
tals truly at heart, yet they are not devoting 
enough time to them. 


I think that every hospital trustee in America 
should visit his hospital regularly, keep in touch 
with its every need, cooperate fully with its super- 
intendent, and become attuned to its human touch. 
The trustee should consider his hospital as a living 
entity rather than an institution whose monthly 
reports coldly stare at him from typewritten 
paper. He should put his heart as well as his 
money into the project. 


The Ideal Board of Trustees and Their 
Instructions to Their Superintendent 


I think that the ideal board of hospital trustees 
would be one which would instruct its superin- 
tendent something like this: “Superintendent, we 
know that our city and county hospitals are taxed 
to the limit with waiting lists of charity patients. 
We know that this hospital cannot handle all of 
the charity cases needing treatment, but we can 
handle some of them. We do not want to leave 
crippled children and sick women out on the 
streets. Therefore, Mr. Superintendent, fill up 
your beds. If you have any vacant beds, devote 
them to charity cases. At the end of the year, Mr. 
Superintendent, send to me and the other trustees 
a bill for the charity cases. We will take care of 
it. We do not want any person in need of skilled 
treatment turned away. We want to save human 
lives and conserve human happiness.” That is my 
idea of an ideal board of trustees. But our aver- 
age board at present scans hospital accounts 
monthly and sternly admonishes the superinten- 
dent to keep down expenses. Just business men, 
that is all. They exercise the same kind of busi- 
ness procedure used in commercial life—shrewd, 
efficient, calculating, but not tinctured with the 
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essary in considering hospital problems. 


The Primary Responsibility of the Board 


The board of trustees of a hospital is primarily 
responsible for mainatining its finances and poli- 
cies. The responsibility for the making of 
prudent investment of funds allotted to their hos- 
pitals is a primary duty. Every dollar given for 
hospital work should be invested conservatively, 
safely, and productively. Surely, then, a hospital 
board of trustees should know its business. Truly, 
such a board should be educated to its job. 


But, while hospital trustees have this financing 
job entrusted to their integrity and ability they 
are not only concerned with the balancing of fig- 
ures; every move they make, every transaction in 
which they participate, concerns eventually the 
health, welfare, and happiness of the human race. 


Never by merely scanning monthly reports and 
attending conferences can hospital trustees know 
their jobs. Here is a business through which the 
heart of humanity is beating. Day and night in 
white corridors the greatest drama of all time is 
being enacted—life and death. For each life that 
comes into being within the walls of a hospital, 
and for each life that ebbs away, a hospital board 
of trustees bears some responsibility. 


As I have stated, most hospital trustees are 
business men, accustomed to the routine and dis- 
charge of daily duties. How do they run their 
businesses? By knowing that business, by study- 
ing its problems, its demands, its possibilities, 
its purpose, and most important of all—its future. 
This daily job concerns the economic and social 
welfare of the human race—most important, sure- 
ly; but the complexity of modern life does not 
permit us to be concerned solely with one job, 
with the single purpose of making a living in this 
world. It is our inescapable duty to become in 
part our brother’s keeper. For that reason, we as 
trustees, are concerned with the welfare of our 
respective hospitals. And let us remember that 
there is no opening and closing of hospital doors, 
at 8 o’clock in the morning and 5 o’clock in the 
evening. Day and night, hour by hour, the inces- 
sant task of ministering to human ills, the relief of 
excruciating pain, the building up of broken 
bodies must go on. 


Of course, for this particular part of hospital 
work trustees must rely on the expert care and 
judgment of its medical staff. The technical 
and professional knowledge thus required is far 
beyond that of the hospital board. The medical 
staff knows its job. The trustees should know 
theirs. 
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human kindness and the broad point of view nec- 


Trustees and the Medical Staff 


It is the business of trustees to back their medi- 
cal staff with loyalty and cooperation. That is, 
the way must be paved by them for this great 
work for humanity. A doctor or nurse cannot be 
harrassed and hindered by improper buildings, 
poor equipment, inadequate supplies for the care 
of their patients, and inefficient help, and still be 
expected to perform those delicate and exhausting 
miracles of medicine which may lose or save a 
human life. 


Again I say that the ideal hospital board is that 
which could give its superintendent and hospital 
staff a “straight ahead” order—clearing all diffi- 
culties which might beset and obstruct the opera- 
tion of the institution. And so the hospital 
board must know its job in order to do this. Trus- 
tees must be closely acquainted with the problems 
of their hospitals in order to solve them. These 
will vary, of course, according to the nature of the 
institution, its location, and scope of work—but in 
my opinion, the chief problem of hospitals which 
is today the biggest concern of medical staff and 
trustees alike is that of indigent charity patients. 


Problem of the Care of Indigent Patients 


The care of indigent patients, always existent, 
has during the past few years become so acute 
throughout the land that the load has become too 
great for certain institutions ordinarily caring 
for charity. It has become the concern of every 
doctor, every hospital large or small, every civic 
club and social organization, our state and na- 
tional governments, and even with this great 
grouping of effort, the charity problem still 
remains of very grave and serious concern. All 
over the land, doctors, interns, and nurses are 
harassed and overworked by overcrowded wards, 
long lines of patients in clinics, and the forever 
clamoring waiting list of the sick for charity beds. 


A minimum estimate of hospital costs for indi- 
gent sick throughout the United States is $3 per 
day, or roughly $1,000 per year per patient. This 
amounts to a tremendous figure in hospitals 
throughout the United States. And for this ex- 
penditure, the same skilled care and training of 
doctors, nurses, technicians, and other medical 
specialists is as important and necessary as for 
paying patients. The same expensive equipment 
is needed for indigent cases as for any other. 
And the burning question involved is just the 
same—the life of a human being. This is, indeed, 
the most pressing question with which the board 
of trustees must deal. The doctors cannot solve 
it. Neither can the nurses. 


A hospital operating with a profit is of little 
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worry to anyone connected with it. A hospital 
provided with sufficient funds to care for all its 
needs is indeed a glorious thing for doctors, trus- 
tees, and the public alike. There are few of these 
—on account of the great burden of the indigent 
sick. What, then, must be done about it? Can the 
doctor leave the bedside of a patient burning with 
fever to procure money for medicine for his relief? 
Can the surgeon step aside from an acute opera- 
tive case to collect his fee, or purchase necessary 
equipment? Can a nurse or intern leave the 
clamor of their crowded wards every hour to beg 
money for supplies for relief of their sick? Cer- 
tainly such unreasonable things cannot be expect- 
ed from a hospital staff. From my own experi- 
ence and observation I know of nothing so pathetic 
and frustrated as an understaffed, overworked, 
inadequately supplied and equipped hospital, lack- 
ing necessities for routine and emergency work. 
Every city has that problem. 


Helping to Solve the Problem of Indigent Care 


What must we do about indigent care? We 
have eliminated the hospital staff as its solution. 
Who, then, remains as responsible parties? It 
is my belief that responsibility for this work lies 
mainly on the shoulders of the board of trustees. 
It is up to them to rally support for this great 
charity problem. They must work constantly for 
their hospital just as they do for their individual 
business. They must devise ideas, schemes, plans, 
eliminate waste and unprofitable practices, adopt 
constructive policies, build up interest among the 
public in their institution, and successfully carry 
out any plan which might result in gain, tangible 
or intangible, for the hospital. 


Undoubtedly for this great task the hospital 
trustees must be educated. They must be close to 
their institution and its problem. Again may I 
mention the humanizing factor which makes the 
business of a hospital so vastly different from any 
other business in our country. No one connected 
with a hospital can lie down on the job—it is too 
vastly important. 


The Hospital as a Factor in the Social Order 


The hospital is no longer simply a place where 
the sick go for attention. It has become a vital 
social factor, closely allied with the welfare of 
society, the building of character, the peace and 
happiness of homes, even the ultimate adjustment 
of an individual to his economic and occupational 
surroundings. 


With all of this, the hospital’s board of trustees 
must be concerned. Hospital business has grown 
in the United States by leaps and bounds, and it 
must be continued and made profitable for all 
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concerned. Fitting compensation must be given 
to doctors and nurses for years of expensive and 
painstaking study and training, miracle-working 
equipment must be installed, buildings and facili- 
ties must be kept in repair, and supplies must be 
on hand constantly and in large quantities. 


Trustees must be the guiding hand for hospital 
management. I believe that today these boards 
are alive to their responsibilities and are taking 
their duties seriously. If funds realized by the 
hospital from paying patients do not take care 
of the tremendous overhead and care of indigent 
sick, it must necessarily fall to the lot of hospital 
management to see that the institution receives 
necessary backing. 


Contacting the Community in the Interests 
of the Hospital 


I believe that it is an important duty of hospital 
trustees to make contacts constantly in behalf of 
their institution. Talk the hospital. Bring inter- 
ested visitors into its corridors to see how the hos- 
pital works. Show them overcrowded wards, long 
lines of waiting patients in clinics, explain the 
working of the equipment, and how much it costs 
—try to build up your hospital as a part of the 
community’s life. 


It is my opinion that 3314 per cent of funds 
from every hospital should be devoted to charity 
patients. Of course, in the majority of hospitals 
that are not richly and properly endowed, this 
percentage cannot be afforded. As for the hos- 
pital of which I am a trustee, it devotes 10 per cent 
of its income to charity cases, and is hoping and 
striving to do more in the future. Trustees can 
do much toward promoting this possibility by 
pointing out to our more fortunate and wealthy 
citizens and philanthropists the great value to 
humanity of hospital wills, bequests, and annu- 
ities. Without such education, the public is prone 
to think of a hospital as a building of brick and 
stone which some way or other is supposed to run 
itself. It is not such a difficult matter to convince 
worthy and charitably inclined persons that a be- 
quest which would restore to health one or more 
crippled children, or the breadwinner of a family, 
is a more valuable and lasting memorial to the 
giver than a monument of granite or marble. A 
living memorial, useful to society, to himself, to 
his family, is truly greater than any marble shaft. 


Self-Education for the Hospital Trustee 


All of these are among the things which a trus- 
tee may do in the proper performance of his job, 
educating himself to all possibilities for his hos- 
pital. The closer the study he makes of all its 
problems, the greater will be his service to his 
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institution. A board of trustees cannot know the 
needs of a hospital by making group inspections— 
by touring at stated intervals the cleaned and 
shining corridors when every detail would natur- 
ally be in tip-top shape. The trustees must know 
the internal workings of the hospital, must work 
closely with its medical staff. By that, I do not 
mean that the administrative staff should attempt 
in the least detail to usurp or interfere with the 
duties of its medical members, but there should 
be efficient and sympathetic cooperation between 
the two. 


Education to one’s job is knowing that job. 
Know your hospital—its needs, its difficulties, its 
possibilities, its faults, and its good points. Tell 
others about them. I believe that one important 
thing trustees may do for their hospitals is to 
maintain an understanding relation with news- 
papers and legislators. Constructive publicity is 
a great thing for hospitals. A hospital is a great 
source of news for publications, because of its 
everlasting drama of life and death. A reason- 
able cooperation should exist between all hospitals 
and a community’s newspapers. This same policy 
should apply to a state’s legislators. If hospitals 
are to enjoy protective and beneficial state legisla- 
tion, then surely our legislators should know about 
our hospitals. The board of trustees should make 
it their business to see that public officials and 
the public generally do know the vital need of 
hospitals in the social world today. 


The Human Drama in the Hospital 


It is my belief that the duties of trustees to a 
hospital have year by year become more impor- 
tant, more closely allied to the actual, every-day 
workings of the institution. No longer may the 


role of a trustee be considered “honorary.” 
Rather, it is a job necessitating realistic endeavor, 
thought, and action. Why should we thus devote 
our time? Because, as I have mentioned before, 
the intricate system of our present social life 
does not permit us to walk on the other side of the 
road, away from our fellow man. We are in spite 
of ourselves, our brother’s keeper. We are indebt- 
ed to return in some measure to society that which 
we have taken from it in the form of our personal 
success, happiness, and well being. 


Behind the brick and mortar of every hospital, 
behjnd the x-ray machine, the skilled hands of the 
surgeon and the laboratory technicians, back of 
scrubbed and shining instruments, back of white- 
capped nurses, in long night vigils with death hov- 
ering ever near, the drama of human existence 
continues in our hospitals. Again, I say it is 
inescapable. It is with us and will so remain. It 
is a thing of duty and must be faced. 


Know Your Hospital 


The trusteeship of such an estate is truly a 
grave one. The place of a hospital’s board of 
trustees today is at the bedside of sick patients, 
in the operating room, not at a polished table, not 
in round-table conferences. 
may speak for themselves, but they cannot tell the 
story of the heart of a hospital. I repeat, it is 
just as vital to the success of ahinstitution for its 
trustees to be educated to their job as it is for 
doctors and nurses to have their training. This 
education of trustees need not be so technical, but 
it should be thorough and sympathetic. Only by 
knowing what a job is can we successfully dis- 
charge it. And in closing I would repeat to all 
hospital trustees, “Know Your Hospital.” 
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Our Denominational Hospitals 


Appellate Division Justice William F. Hagarty, 
a member of the Board of Managers of the Holy 
Family Hospital, Brooklyn, New York, in an ad- 
dress marking the dedication of the new wing, 
said to his audience, “Unless the hospitals are 
supported by the people the time is not far dis- 
tant when there will be no such thing as a hos- 
pital under Catholic or any other denominational 
auspices. 


“This warning applies to the Protestant and 
Jewish hospitals, as well as to the Catholic. Such 
an eventuality must be guarded against because 
invasion of rights is an insidious movement. 
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“We do not ask the religious belief of those 
who come to us, nor do we regard the color that 
God has given to them, nor do we concern our- 
selves with their financial resources. It is ours to 
serve. We ask only whether they are in need of 
medical or surgical assistance, and, if so, our 
available facilities for relief are theirs. 


“Prompted by the great spirit of charity we 
have come here today to dedicate, to the cause of 
the relief of those suffering and afflicted, the new 
Hospital of the Holy Family. This constitutes a 
dedication of this institution to God’s work on 
earth under the auspices of the Catholic Church.” 
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Social-Service Admitting in Public Hospitals 


RUTH TARTAKOFF 


which appear in HOSPITALS and the papers 

on the subject which have been read at recent 
conventions of the American Hospital Association 
have been rather consistent in emphasizing that 
the patient’s ability to pay for medical care should 
be determined on the basis of his individual situa- 
tion and needs. Among other things, we have 
been warned not to insist that a patient seek 
private medical care rather than clinic care be- 
cause she owns a fur coat, which on inquiry is 
found to be a hand-me-down from an affluent em- 
ployer. We have been told that a hospital charge 
that bears no proportionate relationship to the 
patient’s ability to pay usually has to be canceled 
as a bad debt and that unless the hospital charge 
is based on a consideration of family size, income, 
and responsibilities, and the nature and cost of 
the medical condition for which care is being 
sought, certain barriers to obtaining or following 
through medical care are set up for the patient. 


FIND that the comments on social admitting 


These factors were recognized a dozen years 
ago when the statement of standards for out- 
patient work adopted by the American Hospital 
Association indicated that admission is not merely 
a clerical process of registration but rather the 
first of a stream of individualizing services which 
have come to be regarded as essential to good 
medical care. This statement of standards speci- 
fies that social and financial information is neces- 
sary to determine both the eligibility and the con- 
ditions of eligibility of an applicant for medical 
care. It further specifies that this information 
should be gathered by a person trained in social 
work. It is gratifying to review the findings rela- 
tive to out-patient admission in the census of 
hospital and out-patient services made as part of 
the National Health Inventory by the United 
States Public Health Service. It was found that 
more than half of the out-patient departments 
reporting were determining eligibility for clinic 
care on the basis of regularity of employment, 
number of wage-earners, size of family, previous 


illness, debts, and type and duration of the present. 


complaint. Generally speaking, the absence of a 
standard budget allowed for an elasticity and in- 
dividualization of decision not otherwise possible. 


Although Dr. MacEachern permits me a lib- 
eral interpretation of “public hospital” when 
he states, in Hospital Organization and Man- 
agement, that any institution which has pro- 
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vision for free or part-pay medical care on a 
community basis may be designated as such, 
I have narrowed this definition for my pur- 
poses. I have treated the public hospital as 
one established by city or state legislation to 
provide medical care to those who are unable to 
purchase such care and who meet the legal re- 
quirements of residence in the area that consti- 
tutes the sphere of service for that institution. 
There would then be several factors that would 
differentiate the public hospital from the volun- 
tary institution or that would be intensified in a 
public hospital. I shall comment on but a few 
of these. 


Differentiating Public and Voluntary Hospitals 


First, since the public hospital is tax-supported, 
its activity is under the critical scrutiny of the 
community, which is prompt to condemn any sus- 
pected inadequacy and is prone to accept satis- 
factory service without recognition. Second, it is 
legally liable for the care of residents in a definite 
geographic area, even though the numbers of 
applicants may tend to exceed the physical facili- 
ties of the institution. A third factor of differen- 
tiation—the converse of the second—is that the 
public hospital, based as it is on legislation, is 
necessarily less elastic in its admission policies 
than the private hospital. A fourth point relates 
to social admitting as one of the individualizing 
services implicit in good medical care. In addi- 
tion, then, to the fact that all hospitals, public and 
private, are dedicated to adequate medical service 
—and I believe that a social admission service is 
part of that adequate medical service—the public 
hospital presents at least four practical arguments 
for social admitting. 


Helpful Contacts in the Admitting Office 


Our first point is the conspicuous place held in 
the community by the public hospital. Like 
Caesar’s wife, it must be above reproach. First 
impressions are strong ones, and the admitting 
office, which usually is the patient’s first contact 
with the hospital, must be a pleasant one. By 
this I mean more than the courtesy and tact with 
which the patient is met, since these are expected 
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of all public employees and certainly admitting 
officers trained in social work have not cornered 
the market on these attributes. The original con- 
tact with the hospital should be an understanding 
and helpful one, during which the applicant is 
given the feeling that his needs are understood, 
that effort will be made to provide him with the 


service which his condition demands, and that . 


although he has not yet had his physical examina- 
tion his fears and reluctance to seek medical care 
are not so overwhelming as they seemed. I am 
reminded of an incident which I observed in a 
class on “clinic administration.” The instructor 
had put a question as to the time at which 
“follow up” could be said to be indicated. There 
was a barrage of response which designated the 
patient’s first failure to keep the clinic appoint- 
ment as the moment at which follow-up should be 
instituted. Above the discussion which followed 
one student remarked, in a voice high with sur- 
prise, “Follow-up seems to start at the front 
door.” This is one of the truths that have stayed 
with me a long while, and I am of the opinion 
that social admitting does this very thing—initi- 
ates follow-up at the front door. 


Through admitting processes, the patient learns 
what the hospital expects of him and what to 
expect of the hospital. Let me briefly mention an 
illustrative instance. The applicant for medical 
care was a young woman, well educated and 
trained for the teaching profession but unable 
to practice because of a crippling condition of the 
leg which resulted in a gait that was both dis- 
tressing and conspicuous. The admitting officer 
was confronted by an applicant so emotional over 
her deformity and so rebellious at the misfortune 
which had interrupted her career that she poured 
forth a story of bitterness, frustration, and de- 
spondency which demanded every skill to control. 
The patient was assisted in getting medical care 
at public expense, although the idea of accepting 
such aid was repulsive to her at first. That the 
interview was a constructive experience for the 
patient is shown by the fact that after several 
days of hospitalization she asked to see the admit- 
ting officer for the purpose of discussing her deci- 
sion to allow the amputation which had been 
recommended. 

Legal Obligations of the Public Hospital 

The second point mentioned as differentiating 
the public hospital from the private hospital was 
the legal obligation of the public hospital to serve 
the population of a definite geographic area, 
whether or not the physical equipment is adequate 
to the demand. If quality of service is to be 


maintained it therefore becomes imperative that 
intake be as selective as possible. The public hos- 
pital finds that for many reasons it receives a 
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greater proportion than does the private hospital 
of patients with numerous chronic complaints 
who do need specialized care and medical super- 
vision but who cannot be benefited by medical care 
sufficiently to warrant the occupation of a bed in 
a hospital for the acutely ill. In certain instances 
the community physician may tire of endless calls 
on chronically ill patients and may yield to the 
pressure of the family to order hospitalization 
when custodial care alone is what is needed. In 
other instances the family may present the pa- 
tient for admission, and in such a case it is im- 
possible to refuse admission without taking much 
more responsibility than the institution can 
afford. 


The case of Mrs. Z is in point. Her illness 
over an extended period of time had been the 
result of cardiovascular disease with almost 
complete incapacity and a tendency to somewhat 
erratic behavior. In order to provide the care 
necessary, an adult daughter had to leave her em- 
ployment to take up duties of a housekeeper, and 
this made her rather rebellious. The other 
brothers and sisters found that they could not 
enjoy their social life at home because of the 
patient’s condition and demands, and they were in 
conflict between loyalty to and affection for their 
mother and resentment at the adjustments they 
were forced to make. As a possible solution of the 
problem they urged the attending physician to 
arrange hospitalization, but he was unwilling to 
do this, since the problem was one of custodial 
care. The family persisted along this same line, 
and when they understood that the patient could 
be delivered to the admitting room at the hospital 
without a doctor’s reference, took matters in their 
own hands and made this arrangement. The situa- 
tion was apparent to the house officer who made 
the examination. A telephone conversation with 
the community physician who had been in attend- 
ance confirmed his opinion. With the assistance 
of the admitting officer it was possible to arrange 
the patient’s transfer to a nursing home, where 
much more expert care was available than had 
been available at her own home, yet which held 
for the patient none of the fears or forebodings of 
the hospital. This plan was made after considera- 
tion of the patient’s physical condition, since it 
could be stated that her progress would not be 
jeopardized by such an arrangement. The result 
was happier for the patient, happier for her fam- 
ily, and from the point of view of the hospital it 
prevented the use of a hospital bed for a patient 
not acutely ill. Although it is only occasionally 
that the admitting officer becomes aware of a 
problem of this sort at the time that the reserva- 
tion is being made—and then only if the physician 
discusses his case in detail—once the applicant 
has been examined medically and her need clari- 
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fied the admitting officer has a distinct contribu- 
tion to make. Through her knowledge of commu- 
nity agencies and facilities for care she is able 
to make an arrangement alternative to hospital 
care which not only is more satisfactory to the 
patient but relieves the hospital of an expensive 
and relatively static portion of its population. 


Need for Elasticity of Admission Policies 


The third point for consideration is the fact 
that the admission policy of the public hospital 
tends to be less elastic than that of the private 
hospital. For reasons of residence or financial 
circumstances there are a number of applicants 
who cannot be provided with the medical care that 
they are requesting. To this group of patients the 
admitting officer with social training can be of 
appreciable assistance. Planning with the in- 
eligible patient is a challenge which calls upon her 
entire skill in the quick evaluation of a situation, 
her knowledge of community resources, and her 
ability to handle a person who is asking for a 
service which cannot be supplied. It is under- 
standable that the ineligible applicant is unhappy 
when this decision is made. However, when the 
decision is explained and assistance is given in 
making an alternative plan, the reasonable patient 
is not left disgruntled. 


An example of the service that can be ren- 
dered to the ineligible applicant with advan- 
tage both to her and to the community atti- 
tude toward the hospital, is demonstrated by the 
case of Mrs. G. Mrs. G was a widow of approxi- 
mately 38 years, responsible for the support of 
herself and a twelve-year-old child in frail health. 
Mrs. G had been engaged in housework just as 
long as she was able to get around, but finally 
she felt so tired and worn out that she took a train 
into the city from the rural area where she lived 
and presented herself at the city hospital. Al- 
though it was apparent quite early in the inter- 
view that the patient was ineligible for service at 
the public hospital and unable to purchase care at 
a private hospital, it was equally apparent that 
the patient was urgently in need of medical ser- 
vice and other assistance. In order to determine 
the urgency and type of the medical need, the 
patient was provided with a preliminary exam- 
ination which led to a tentative diagnosis of early 
malignancy of the cervix, and hospitalization 
within 5 days was recommended. A temporary 
plan was made for the care of the patient in a 
local boarding house for the time during which 
contacts were made with the several counties in 
which the patient had lived. Authorization for 
payment of medical services in a private hospital 
was received from one of these counties. The 
patient was acquainted with the services of a 
child-caring agency, and plans were immediately 
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made to alleviate the patient’s concern for the 
. supervision of her daughter, temporarily as far 
as the patient knew, although the agency was 
aware that permanent care might be necessary. 
By the end of the fifth day the patient was hos- 
pitalized, her child was under supervision, and 
the immediate problem had been met. 


Social Admitting Is But One of Continuous 
Stream of Social Services 


The fourth and final point in support of social 
admitting is the remark previously made that 
admission is but one of a continuous stream of 
social services to the applicant. May I quote to 
you a paragraph from the report of the Commit- 
tee of Medical Economics of the Chicago Medical 
Society in its “Study of the Abuse of Free Medical 
Service in Out-Patient Practice,” made available 
in July, 1935: “It is not surprising . . . to find 
that the degree of the abuse of free medical ser- 
vice is greatest in those out-patient departments 
where the admitting service is poorest. . . . The 
most effective means of eliminating the patients 
who are able to pay for private medical care is to 
design the admitting service so as to assure an 
adequate private interview with each applicant 
by an experienced social worker who not only is 
able to appraise accurately the economic status, 
but simultaneously secure the necessary social 
history so essential to the subsequent medical 
diagnosis and treatment.” It is this contribution 
of social admitting to the diagnosis and treatment 
of the patient that I wish to mention briefly. The 
amount of social information that can be secured 
at the admitting desk is necessarily limited but it 
does prove of considerable help to the physician 
in estimating the ability of the patient to partici- 
pate successfully in the treatment prescribed. He 
also is assisted in discovering patients that require 
the services of the medical social worker. The 
contribution of the case worker to the medical 
team is recognized by the American College of 
Surgeons in its recommendation that approved 
hospitals should have medical social service to 
further and facilitate the medical care of the 
patient by case study and treatment. 


In conclusion, then, these four points supply, I 
believe, argument in support of social admitting 
in a public hospital. Although social admitting 
varies little between the public and voluntary 
types of institutions, there are certain factors in 
the former that somewhat alter the emphasis. 
The goal in each instance is an admission pro- 
cedure that is a definitely constructive experience 
for the patient, that prepares him for his medical 
care, and that secures an understanding of him 
that is of value both in planning this care and its 
treatment. 
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as the cause of death, but it still causes more 

days of illness than any other single disease. 
Last year patient days in tuberculosis hospitals 
in this country were equal to 22 per cent of 
the total patient days in all general hospitals. 
More than twenty-four times as many patient 
days were reported for tuberculosis as for all 
acute communicable diseases. There are about 
90,000 beds in this country set aside for the care 
of patients suffering with tuberculosis. This dis- 
ease is most commonly found among the poor, 
where low standards of living are common, and 
it follows that most of the beds are found in pub- 
lic institutions, or are in institutions supported, 
at least in part, from public funds. During the 
last two decades the care of tuberculosis patients 
has changed materially with the progress of medi- 
cal science and the general improvement in the 
administration of institutions devoted to their 
care. 


Taste cause of has receded to seventh place 


Meeting New Situations in Sanatorium 
Administration 


The administrative problems found in the tu- 
berculosis sanatorium are receiving more atten- 
tion than ever before, but still with the changes 
that have taken place new problems are contin- 
ually present demanding attention and adminis- 
trative skill never before required. The period of 
time just passed has been one of extraordinary 
progress in the prevention as well as the treat- 
ment of tuberculosis. The operation of the sana- 
torium today must take into account new situa- 
tions as they arise, not only within the institution 
itself, but also in their relationship to the preven- 
tive work so closely related. There must be in- 
corporated in the active treatment of these cases 
the advances that medical science has made which 
ignore many of the old traditions that geography, 
bed-rest, and fresh air are of paramount consid- 
eration and which allowed nature to proceed un- 
assisted. These new techniques and skills must 
be carried on in old buildings and in an environ- 
ment, modern twenty-five years ago, but very in- 
adequate for present day demands. 


With the advent of our standardization pro- 
gram and its general acceptance in the better hos- 
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pitals, there has come marked improvement in 
administrative practice which has been stimu- 
lated in recent years by many eventful changes. 
But, generally, the administration of the tuber- 
culosis sanatorium has not kept pace with this 
progress. Many of the basic concepts regarding 
tuberculosis have been changed, in a measure due 
to a decrease in the incidence of tuberculosis in 
the present generation, the need for isolation for 
open tuberculosis from the general population, 
and the marked strides in the development of col- 
lapse therapy, which with the same degree of in- 
tensity was not ordinarily practiced a dozen years 
ago. Today, the old open ward is being replaced 
with isolation units, an education program for 
the benefit of patients and their families is the 
order rather than the exception, and organized 
schools of instruction with teachers in attendance 
are common. All these changes are for the timely 
purpose that patients may be discharged to so- 
ciety earlier and permitted to return to a more 
normal life to continue treatment for months or 
years.as needed following discharge. 


The administration must plan to develop plans 
whereby custodial care shall be of minimal dura- 
tion by using all community facilities. Selected 
patients may live in the community and receive 
such medical and surgical attention as may be re- 
quired in out-patient clinics, thus avoiding the 
necessity for prolonged stay in an institution when 
no special in-patient care is required. 


Necessity of Isolation of Open Tuberculosis 


The isolation of open tuberculosis from the gen- 
eral population is, if anything, more necessary 
today than ever, but the period of isolation has 
been greatly lessened with the advent of collapse 
therapy and the introduction of other modern sur- 
gical procedures. Twenty-five years ago the sana- 
torium was located in the country, far from the 
centers of population and certainty it was not 
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located near a general hospital where operating 
rooms and surgical facilities were near at hand. 
The large open wards provided no privacy and it 
was intended that the better conditioned patients 
might attend to their less fortunate brethren. 
Climate, the smell of the pine, the exposure to 
sunlight on snow-covered decks, though of value, 
have been replaced by the application of more in- 
tensive care. With the change there comes the 
immediate administrative necessity of adjusting, 
however they may, to new requirements by way 
of making changes in buildings and their location. 
Rambling structures, bare, and with no adequate 
provision for the comfort of the patient nor for 
his care as a sick individual must now be changed 
to meet these new conditions. 


Today, the modern concept of treatment and 
management agrees basically that it is a problem 
for the home community to use all community 
facilities. Institutions, ready to apply intensive 
medical and surgical aid, are best obtained near 
large centers of population, near general hospitals, 
or in public institutions located near the sana- 
torium where a centralization of service helps to 
reduce administrative costs through a central 
heating plant, central laundry, central supply, and 
other services that may be common to such a 
consolidated operation. 


Vital Factors in the Care of the Tuberculous 
Patient 


In a modern institution the comfort of the tuber- 
clulous patient has come to be of great moment. In 
his care complete bed rest is one of the vital 
factors; the use of guerneys and wheel chairs are 
available to save the exertion of walking. Com- 
fort of the patient outweighs the benefit of open 
air, climatic changes, and other original require- 
ments, but the personnel, which increased effi- 
ciency demands to carry on the technical pro- 
cedures that modern medicine has thrust upon 
the institution, presents a serious problem. Re- 
cently, a survey of the nursing requirements of a 
modern tuberculosis sanatorium was made by the 
National Tuberculosis Association ; The American 
Nurses Association; the National League of 
Nursing Education; and the National Organiza- 
tion of Public Health Nursing, and some inter- 
esting conclusions were reached. The accomplish- 
ment of these recommendations will be of vital 
importance to the care of patients and tends to 
revise our need for nursing service. This study 
clearly indicates that the average bedside nursing 
time required for each patient during twenty- 
four hours shows a bed surgical case to require 
3.3 hours; a bed medical patient 2.7 hours; a 
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semi-ambulant patient 1.5 hours; and an ambulant 
patient 0.5 hours. 


Tuberculosis bed patients require essentially 
the same routine nursing care as acute general 
surgical and general medical patients. Bed sur- 
gical tuberculosis patients require routine nursing 
procedures of approximately 60 per cent of the 
total time requirement, and bed medical prob- 
lems require over 70 per cent of time. Many 
hospitals are understaffed; the personnel fre- 
quently are not well trained in a working knowl- 
edge of the modern treatment and the prevention 
of the disease. Not enough is known as to the 
best use of subsidiary workers in the care of 
tuberculosis patients. Good nursing care for 
tuberculosis patients implies good practice, a suffi- 
cient number of nurses, and a sufficient amount 
of time to put that practice into effect. 


Psychological Strain 


Patients who remain a long time under modern 
conditions of care endure a vast amount of psycho- 
logical strain which continues to work against 
proper rest and relaxation. In the modern 
amelioration of the disease the ideal demands that 
a condition approaching normality is the objective 
for which to strive. The perspective of the 
patient is often warped by maladjutsments with 
a resultant shut-in life. Treatment in a general 
hospital is often prohibited for these reasons; the 
hospitals are not willing to take such patients and, 
too, the cost is frequently prohibitive due to the 
longer stay of the patients and the continued 
problems that arise. 


Patient cooperation must be continuous and 
requires, in addition to the medical and nursing 
care, diversion directed toward normality of life, 
so that the attention of the patient shall be 
directed away from his disease and toward a more 
happy outlook. This is accomplished by the use 
of the radio; a modern library with books selected 
and circulated to the patients; moving pictures; 
and an educational program that may be applied 
to the needs of the individual with interest stimu- 
lated for benefits not only at the moment but for 
future use after discharge. Education in tuber- 
culosis and health problems is of great importance 
and to this purpose radio programs may be 
directed and at the same time much material made 
available in the library for similar purposes. 
Establishing good health routine is not easy of 
accomplishment and constant administrative at- 
tention is needed if accomplishment of plans for 
the rehabilitation of the patient both physically 
and mentally is expected. The patient must leave 
the institution with an outlook which will carry 
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him over a long period of care, and judgment 
must be developed, that when he leaves the insti- 
tution his effort may persist to the completeness of 
the cure. 


Occupational work itself is fundamental only 
as it remains occupational; ordinarily it does not 
supply an occupation to which the patient may 
turn to earn a livelihood after discharge. It does 
provide a mean of continued interest, challenging 
the time and attention of the patient while his 
activities are confined for days and weeks. Cer- 
tain development of techniques and skills of the 
patients during their stay may be found useful in 
entering industry. Patients, when able, are given 
at times minor institutional positions, and there 
are many times when such patients find their 
useful fields in institutions where they have found 
recovery, and by progressive promotion attain 
important and even executive positions. 


Wasted effort continues to exist due to the age 
old problem of keeping patients in the sanatorium 
until the proper time has arrived for discharge. 
Discharges against advice are frequent and in 
some institutions reach as high as 50 per cent of 
the total. Remedies may be applied to this prob- 
lem which tend to avoid discharge against advice 
and the wasted effort incident to it. Such dis- 
charges in more than 5 per cent of the cases 
should be considered a serious indictment of sana- 
torium administration and may be offset by the 
use of early information of such tendency on the 
part of the patient which permits the introduc- 
tion of a program designed to combat the desire 
of the patient to leave the institution. Temporary 
passes may be the remedy applied in some cases, 
but care must be exercised that the privilege shall 
not be abused. The interpretation of the patient’s 
present situation, smoothing out family difficulties 
on the outside; dealing with financial situations 
often calls for specially trained social workers, 
who have become necessary members of the staff 
of the modern administrator. Many other inti- 
mate problems associated with the patients may 
be assigned to those workers. While this increases 
administrative responsibility, its value is proven 
in the end results accomplished. 


Incidence of Tuberculosis Among Sanatorium 
Employees 


Basically, tuberculosis must be thought of as 
an infectious disease, not so much that one patient 
infects another, because such is not commonly 
true if reasonable care is exercised. Some degree 
of privacy must be provided, and patients must be 
separated from each other. For years the belief 
has been prevalent that the incidence of tubercu- 
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losis among employees is no greater in a tubercu- 
losis sanatorium than that found in the general 
population. This statement is no longer true. 
From frequent examinations and many surveys 
it has been found that there is a higher incidence 
of tuberculosis among nurses, doctors, and em- 
ployees than found in the general population, for 
frequently such personnel come to the institution 
with negative tuberculin tests. 


The infection today often produces a temporary 
clinical disease, when a quarter of a century ago - 
it passed unnoticed in early life; today the 
methods of study and diagnosis by means of x-ray 
shows the presence of minimal disease, not recog- 
nized a few years ago. Myers of Minnesota has 
shown in a recent study carried on for several 
years, that among nursing personnel, ten years 
after service, there is an incidence of disease not 
connected with recent exposure. This, it is be- 
lieved, is because tuberculosis as a disease is slow 
in development and requires a rather long period 
of time to make its manifestation, evident even to 
the clinician. To consider all the statistics in 
these studies and follow the employees in later 
life, it must be readily admitted that the incidence 
of tuberculosis among sanatorium personnel is 
greater than was formerly determined. However, 
such a conclusion is not warranted among groups 
where employees had been found tuberculin posi- 
tive, more common a few years ago, and where 
there is some evidence found of previous infection 
by x-ray. 


At the U. S. Army, Fitzsimmons General Hos- 
pital, studies show that there was no clinical tuber- 
culosis among 1100 employees over a period of 
ten years. Pottinger of The Pottinger Sana- 
torium in southern California has never had an 
employee break down with tuberculosis over a 
period of twenty-five years. These facts present 
a new administrative problem which may not be 
ignored any longer, particularly with industrial 
insurance so common, rates on the increase, and 
the proper demand for the application of certain 
well recognized procedures to protect personnel 
against needless infection. 


The larger incidence of tuberculosis among the 
non-infected personnel demands certain isolation 
technique which has been developed and is of in- 
creasing importance in the administration of the 
modern sanatorium. These techniques have been 
variously applied; contaminated corridors have 
been condemned; contaminated mail has had con- 
sideration and been isolated; furniture has been 
treated; and friends have been isolated. The 
technique that seems best to serve, considers the 
patient, the contaminated area, and principles of 
isolation apply to the employee and the patient in 
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such a manner that gross infection from one 
patient to another and from patient to employee 
shall be minimized. The application to the em- 
ployee requires caution, but procedures are sim- 
ple and are used only when in direct contact with 
the patient. The technique is easy to learn but to 
be rigidly carried out requires the washing of 
hands, the wearing of masks and gowns by the 
physician, nurse, or other persons when actively 
in contact with the patient. 


Nurses and other personnel must be tested by 
tuberculins and examined carefully for the pres- 
ence of tuberculosis, and when the infection is 
present, there must be early applied, such safe- 
guards as the findings may indicate. These exam- 
inations must be made early in employment, apply 
to all employees and occur frequently enough to 
control any situation which may arise. Studies 
for comparison must be made at stated intervals. 
Opportunity is presented on such occasions to 
instruct personnel in the simple facts concerning 
the disease and the necessity for taking precau- 
tions against it and the simplicity of carrying out 
protective measures. 


Surgical Requirements for Treatment 


Surgical requirements for tuberculosis treat- 
ment developed during the past ten years have 
changed the entire outlook in sanatorium adminis- 
tration. About 75 per cent to 80 per cent of 
patients now receive some form of collapse 
therapy; the type dependent upon the individual 
need. In modern use there would be listed: 
artificial intrapleural pneumothorax; unilateral 
and bilateral extrapleural pneumothorax; pneu- 
moperitoneum ; oleothorax ; pneumolysis, open and 
closed; phrenics, temporary and permanent; wax 
plombage; thoracoplastics; lobectomies; pneumo- 
nectomies. To perform these operations operating 
rooms and the finest kind of surgical equipment 
must be provided, and of greater importance, 
surgeons skillful in the newer techniques in chest 
surgery must be available. 


In the older sanitoria, this type of surgical 
treatment was not available, and unless recon- 
struction is undertaken and skilled professional 
personnel and new equipment is provided it can- 
not be undertaken now. Such surgical procedures 
are of easy accomplishment in the thoracic wards 
of a general hospital where patients may be sent 
from the sanatorium to have the necessary sur- 
gical operations performed and then allowed to 
return to the sanatorium for the necessary bed 
rest, and such after care as the sanatorium may 
supply. A much simpler procedure in the hands 
of skill is the giving of air and very little equip- 
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ment is necessary. It is possible in the sana- 
torium to fluoroscope and give air to forty-five 
patients in four hours, using two nurses and one 
doctor. The patients are brought to the treat- 
ment room by bus or wheel chair when not 
ambulatory, or if able, are permitted to walk the 
distance required. X-ray and fluoroscopy, you will 
note, are indispensable to the clinician before any 
collapse therapy or surgery is undertaken; only 
by the use of the x-ray may proper observations 
be made to check progress, or to determine treat- 
ment. 


Films taken of the chest become a permanent 
record and are preserved as long as the patient 
lives. They continue to serve as a basis of com- 
parison and as a permanent record of the progress 
of the disease, and to disclose the presence of the 
extension of the disease or new findings. A mod- 
ern x-ray laboratory in charge of a technician is 
important and necessary. 


Diet Requirements 


Tuberculosis cases require a high caloric diet of 
good vitamin content, patients are not forced to 
eat milk and eggs. The preparation and serving 
of appetizing food is even more of a problem in 
the tuberculosis sanatorium than in an acute gen- 
eral hospital. The stimulation of appetite requires 
facilities to serve hot food hot, and cold food cold; 
sometimes a problem and may not succeed unless 
modern equipment designed to accomplish this 
service is available. No longer is it thought 
necessary to serve “between meal’ nourishment, 
or “night refreshments,” unless upon special or- 
der of the physician and then for a special thera- 
peutic purpose. 


Dishes must be sterilized to prevent contamina- 
tion and the spread of the infection; modern 
sterilizers with hot steam are necessary equip- 
ment. The need of these new facilities with mod- 
ern food service need not greatly increase the 
expense to a cost greater than that found in a 
good dietary service in a general hospital. Good 
and sufficient meals may be served for an actual 
cost of about 13 cents with an addition 7 cents per 
meal for labor necessary in its preparation and 
serving. This does not allow much waste, re- 
quires careful planning and preparation, and per- 
mits individual tray service to each patient, 
whether ambulatory or not. By such a plan of 
food service much better individual planning and 
serving may be done. Employees engaged in 
such service need not be isolated at the time 
of eating nor during any period not in contact 
with patients. 
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Gauging the Efficiency of Sanatorium Care 


The usually accepted criteria for estimating 
sanatorium efficiency was the boast that gave the 
number of arrested cases discharged; this no 
longer applies. Under such a regime the patient 
lived in the institution until the disease was 
arrested; a period of time requiring six months 
after a negative sputum, to be sure that the lesion 
had healed and not until this time could the patient 
return to normal living conditions. A _ better 
method by which the efficiency of an institution 
may be judged requires that the patient shall be 
discharged to home and community as soon as 
practical, under collapse therapy and the presence 
of a negative sputum, with the care continued in 
an out-patient clinic or under competent super- 
vision of a physician in the patient’s own home. 
Readmission to the institution is only necessary 
if complications or some exacerbation require such 
care as may only be found there. Such a plan 
demands that out-patient facilities be available, 
properly conducted, and in charge of skilled 
physicians and trained personnel. They may be 
operated with much less expense and equal effi- 
ciency for the type of patients to be served, than 
for such patients to continue to unnecessarily 
occupy a bed in a sanatorium, constructed and 
maintained at great cost. 


In our own sanatorium, the turnover is 100 
per cent per year; due to a selected type of case 
being admitted, and the application of intensive 
modern treatment. More than 10,000 visits per 
year are made to out-patient clinics, a part of the 
organization, and more than 3500 pneumothorax 
refills are given. By our using these beds in a 
public hospital only for patients requiring institu- 
tional care, no new beds have been required or 
built during the past seven lean years, and at all 
times we have had vacant beds in the sanatorium 
for cases requiring admission. Our community 
has 500,000 population and there are 300 adult 
beds for tuberculosis. These results could only 
be accomplished by the type of control, treatment, 
and administration which has prevailed and at 
the same time making full use of community 
facilities available to assist in getting the patient 
back to the normal community life as soon as pos- 
sible with safety to the community, and continued 
after care for the patient. 


The sanatorium is vital under this modern 
intensive plan, and Michigan and New York per- 
mit the admission of all patients to public institu- 
tions despite any financial consideration. Such a 
policy could only be defended on the theory that 
tuberculosis is a public health problem and its 
control is just as vital to the safety of the com- 
munity as is the control of any other infectious 
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or contagious disease. Such a policy is quite 
likely to be eventually adopted as standard by 
many other progressive states. 


Care of Children 


It seems necessary to speak concerning the care 
of children suffering with tuberculosis. A few 
years ago it was very popular to operate the pre- 
ventorium for under-nourished children who were 
actually exposed to the disease, or who might be 
susceptible to it. These institutions have been 
operated on underweight standards and it has 
been generally accepted that 15 per cent under- 
weight meant susceptibility to tuberculosis. The 
definition of the word “preventorium” was never 
standardized and now is not in good scientific use, 
nor is the theory of its operation based on the 
newer scientific facts. 


The diagnosis of tuberculosis in children is now 
more accurate by the use of the tuberculin test 
and the x-ray. Children suffer with both the 
primary and the adult types. It has been found 
that there is a decrease in the number of children 
positive to tuberculin, likely due to treatment of 
open cases and the isolation of all adults capable 
of infecting their children. Underpar children are 
cared for in sunshine schools or special rooms 
operated by the school district. Special teachers 
are appointed for such children who are expected 
to be aware of the problem and adjust their own 
efforts to aid in corrective measures. 


Many preventoriums have been closed in recent 
years while others now supply a greater need in 
providing care for children suffering with pri- 
mary and open types of tuberculosis; for chronic 
illness of childhood such as heart disease and 
diabetes; and provide convalescent beds and sana- 
torium beds for the isolation and treatment of 
sick tuberculous adults. 


Control of Tuberculosis 


The control of tuberculosis remains complex 
and difficult and many of the factors involved re- 
main little understood. Its prevention is no longer 
entirely a medical problem, but also belongs to 
many allied fields. It is a disease of defective 
society, and eradication will take time on account 
of the chronic nature of the disease and its wide- 
spread prevalence. The momentum gained during 
recent years in the care and management of 
patients who suffer from tuberculosis, by the ap- 
plication of newer modern therapy applied in well 
administered sanitoria, gives us hope that the time 
will come when its ravages may be conquered. 
Persistence along the lines now being followed as 
they are better understood will in time control the 
disease; a crowning achievement in its treatment 
and prevention. 












Inter-Relationship of Out-Patient 
and Hospital Service 
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tient and hospital service affecting physi- 

cians and patients involves more than a dis- 
cussion of the integration of institutional 
units. It involves a discussion of the re- 
sponsibilities of institutions to provide mech- 
anisms for the application of medical knowl- 
edge, techniques, and social concepts. that 
characterize the present status of medicine. To 
keep the individual well and to care for him ade- 
quately before he is bed-fast marks the present 
era of medical progress. This emphasis is re- 
flected in clinic development, that is to say, in the 
great increase in the number of clinics which rep- 
resent a changed concept in type of service. 


[) tient ana» of the inter-relation of out-pa- 


Hospital and clinic administrators are neither 
responsible for the increased number of clinics 
nor for the changed type of service. A changed 
public attitude, concomitant with the enormous 
development in medical knowledge and techniques, 
demands a mechanism for the application of ade- 
quate medical service to all strata of society. While 
hospital and clinic administrators can not be ex- 
pected to devise a mechanism for application of 
medical service to the people at large, they should, 
however, be held to account for the example set 
by their institutions. Particularly administrators 
in long established institutions should ask them- 
selves how completely have they adjusted medical 
practice in response to the sharply ascending 
growth curve of public demand. 


Progress in Institutional medical care back- 
wards, as it were, from the final stage of disease to 
the active stage, and then, to the early and to the 
predisposing stage, typifies the course of medical 
progress. I mention this sequence in our develop- 
ment in order to admonish that the hospitals 
bound by precedent, by out-moded clinic facilities, 
and steeped in emphasis on the bed-fast patient 
may find it difficult to adjust to the ideal for the 
appropriate institutional placement of the out-pa- 
tient department.’ Appropriate function of the 
out-patient department as a hospital division re- 
quires standards of procedure equal to those 
in the hospital. It requires direct extension of 
hospital standards to the out-patient division and 
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the most intimate integration of personnel and 
facilities of medical staff, social service, profes- 
sional administration and, if financed similarly 
to the hospital, the business and statistical admin- 
istration. The standards and facilities usually 
can not be better than those of the respective hos- 
pitals but they should be equal. It should be real- 
ized in community supported institutions for the 
care of indigents that the importance to the com- 
munity of out-patient service may equal or excel 
in importance the in-patient service. No dispar- 
agement of hospital service is implied but rather 
a prediction of its enhancement. 


If out-patient department facilities were ade- 
quate, enormous expense now borne by communi- 
ties for hospitalization of patients could be saved. 
Precedent enables us to impress community chests 
with the need and costs per diem of care for the 
bed-fast. But there is little precedent for cor- 
relating the needs and costs per patient’s visit 
in the out-patient service. This latter correlation 
is needed not only to conserve community funds 
but to apply modern concept and medical knowl- 
edge for the treatment of the early stages of dis- 
ease and for its prevention. Unless sufficient funds 
and encouragement from governing bodies are 
available for out-patient operation, the newer ele- 
ments in patient-physician relationship can not be 
effectively demonstrated. 


Objectives of Service 


The objective of medical service is to follow the 
patient by periodical examination at intervals 
throughout life, to record the facts in chronologi- 
cal order, and to correlate the information so as 
to evaluate objectively the results of treatment 
and the effects of disease. This goal clearly de- 
mands unity of service to the individual by clinic 
and hospital. The patient is the unit in whom all 
activities of the professional and non-professional 
staff converge; unity of service to the individual 
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by hospital and clinic clearly defines the theme of 
institutional organization in its many professional 
and physical ramifications. Unity can not be 
ideally effected by sweeping mandate of expressed 
_ purpose but must be insinuated with thoroughness 
in every important detail and with slowness de- 
pending on the sizes of the related departments 
and on the status quo of existing methods and 
facilities. 


The facilities, standards of service to the pa- 
tient, and efficiency of hospital organization, have 
long excelled those of the out-patient department. 
In order that intimate integration may not at 
first lower hospital standards, effective structure 
of organization requires tunneling from two di- 
rections; from the hospital to the out-patient de- 
partment and from the out-patient department 
to the hospital. The most laborious and serious 
tunneling is from the out-patient end. 


Clinic Subdivisions 


The organization of clinic subdivisions in per- 
spective relationship to each other is of elemental 
importance to hospital liaison. Medical and surgi- 
cal clinics for the general examination of the pa- 
tient naturally assume key positions to supplement 
the orderly growth of special divisions. An effec- 
tive out-patient department of a small hospital 
may include only a single unit for general exami- 
nation of the patient. From such a prototype of 
general medicine and surgery the extent of spe- 
cialization should proceed as rapidly as demanded 
by numbers of patients and institutional facilities 
for special services. Too emphatic specialization 
without coordinated divisions for general exami- 
nation of the patient may result in lopsided clinic 
organization. On the other hand certain special 
services seriously needed may have to be delayed 
because of the lack of physical facilities and staff 
leadership. However, unavoidable lapses in struc- 
tural organization need not vitiate the theme of 
clinic development. In a hospital and its out- 
patient department, no matter how small or how 
large, nothing should be omitted from organiza- 
tion to facilitate patient-physician relationship. 


Organization of Clinical Staff 


Obtaining and organizing a qualified clinic staff 
is of first importance before ideal inter-relation- 
ship with hospital service is possible. The medi- 
cal background of physicians is not conducive to 
the most successful practice with ambulatory pa- 


tients. Physicians are handicapped by the tend- : 


ency to emphasize disease and stress diagnosis 
and to neglect the maintenance of health and effec- 
tive treatment. Partitions of medical services by 
organs, systems, and techniques has dispersed re- 
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sponsibility for the patient as a whole. The rap- 
idly increasing complexity of medical knowledge 
has excluded the study of the art of interviewing 
patients more than ever before. Conscious effort 
ought to be made to remedy such deficiencies in 
training medical practitioners. 


In organization, the clinic and hospital staff 
should be unified so that the same physicians serve 
in both divisions. Such unity of staff is consistent 
with unity of service. Because experience gained 
from study of the bed-fast differs from that of 
the ambulatory patient, and since both experiences 
are necessary, they should both be included as 
requisite for all institutional appointments. Serv- 
ice in the out-patient department should be pre- 
ceded by good hospital training; students and in- 
terns ought not to be assigned work in the out- 
patient department until late in their training 
period else they will be unable to gain maximum 
profit from the study of the ambulatory patient. 
Because the problems of diagnosis and treatment 
of ambulatory patients are more difficult and must 
be solved in shorter time, the physicians in the 
out-patient department should be men of wide 
experience and excellent judgment. Chiefs of 
services in the hospital should be the chiefs in 
the respective clinic divisions. While organiza- 
tion can not create leadership, it can render the 
knowledge and personality of its staff more effec- 
tive. In so doing every out-patient department 
becomes a teaching unit whether a part of a medi- 
cal school or far remote from teaching centers. 
The physician is attracted to join the out-patient 
staff because of the educational opportunity which 
it offers. By contributing this supplement to 
medical education, practice, and progress, the 
modern clinic fulfills its most important commu- 
nity function. Unless clinic organization is excel- 
lent, neither physicians nor students can profit 
from or be inspired by this modern type of service. 


Regulation of Attendance 


The gauge of the amount of service to be ren- 
dered by the out-patient department and the hos- 
pital is the amount that conforms to the facilities 
of the respective divisions. Bed capacity auto- 
matically controls hospital service. Historically 
the out-patient department has limited the service 
per individual by the size of the stream of pa- 
tients. With the change in the unit of service in 
modern out-patient departments from the daily 
stream of patients to the individual patient, it 
becomes necessary to regulate the intake to the 
number who can be given adequate care. Ob- 
viously this criterion of clinic function is depend- 
ent on clinic facilities and not on the community 
demand for care of all patients who may apply 


31 





for service. Obviously regulation of attendance 


is necessary for proper physician-patient rela-. 


tionship. 


If larger numbers of patients apply than can be 
given individualized and adequate care then every 
effort should be made to expand clinic facilities. 
Capacity will be increased considerably by sound 
organization, by planning the complete utilization 
of space, and by orderly procedure in the control 
of the patient’s and physician’s attendance. But, 
the demands for good service can not be met by 
assigning to the physician a case load greater 
than he can efficiently carry. Evaluation of serv- 
ice to the patient should be made by repeated 
studies in each clinic subdivision. Such studies 
have revealed that, when the stream of patients is 
not controlled and guided, one half of the physi- 
cian’s time and that of the clinic session may be 
wasted. It has been found that nearly one half, 
and in some divisions more than one half of the 
patients, fail to return to the clinic or to carry 
out treatment instructions. Only a small part of 
this waste should be inevitable. It results largely 
from faulty physician-patient relationship; the 
patient is not made to understand treatment in- 
structions or is not convinced of their importance. 
The cost of beneficial service per patient may be 
inordinately high, as compared with the cost per 
patient’s visit on the basis of total clinic atten- 
dance. Thus ineffective organization wastes the 
patient’s time and health, the physician’s time and 
opportunity for educational advancement, and the 
community funds allocated for beneficial medical 
service. Effective organization saves all these 
values! 


An institution, forced by precedent to admit all 
who apply for medical attention on the day of 
their application irrespective of numbers and 
clinic facilities, finds itself in a dilemma; it is 
forced to continue to operate a medical relief sta- 
tion of little benefit when all energy should be 
devoted to building and expanding an organization 
for adequate medical care.. If compelled to ad- 
mit unlimited numbers, then it may be necessary 
to conduct an overflow unit for cursory diagnoses 
and medical relief of symptoms until facilities 
may be expanded so that the clinic can give ade- 
quate care to all. 


Optimum out-patient department capacity is 
directly dependent on the capacity of units for 
general examination more than upon the capacity 
of specialized units. The application of the art 
of interview and other newer concepts of modern 
medical care emanate from the clinics for general 
examination. The physician-patient relationship 
in the medical clinic, for example, presents the 
personality of the out-patient department to the 
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community. It has been described as the general 
practitioner in institutional practice; a unit where 
the study of disease is coupled with an under- 
standing of people, their personalities and their 
environment. 


Ideally the units for general examination should 
be adequate to receive all new patients. But, it 
is not consistent with good care for a medical 
clinic to assume fluctuating loads. Its quota, ex- 
cept for emergent illnesses, ought to be made up 
in advance by appointment. Provision for shunt- 
ing patients with easily diagnosed pathology di- 
rectly to specialized units is an important factor 
in caring for variable loads without unduly low- 
ering standards of service. However, the medi- 
cal clinic must be adequate to receive every pa- 
tient, new or old, who, in the opinion of the physi- 
cian in any unit, requires a complete examination. 


The regulation by individual, daily, and hourly 
appointment of new patient’s attendance is essen- 
tial in every division which operates to capacity. 
The regulation of all return visits to every clinic 
division, whether operating to capacity or not, is 
even more essential to productive treatment re- 
sults. All return visits, related at all to the cur- 
rent illness, and indeed for a distant future check- 
up, should be made at the specific instruction of 
the physician and not at haphazard intervals. 
They should not be made “when the medicine runs 
out” or when “you have a return of symptoms.” 
The failure of a patient to keep his appointment 
should be as noteworthy as his presence. The 
absence of a patient should be recorded and after 
reasonable time investigated by social service as 
to the reason for discontinued care. Only thus 
may standards of service be controlled and 
evaluated. 


The number of patients admitted to each unit 
is dependent on the number of physicians and on 
the time required for various types of service. 
For every return visit to any division the patient 
should carry an appointment card on which is 
noted the day and hour of his expected return. 
This card serves notice to the registrar that the 
patient is expected. 


The application of an appointment system, 
fitted appropriately to individual clinics, promotes 
the theme of individualized service. It enlists the 
cooperation of the patient; it comfortably assures 
the patient of his rightful privilege to be served 
at a definite time; it-enhances the patient-physi- 
cian relationship on which all elements of organ- 
ization converge. By planning the physician’s 
time, he may receive the educational opportunity 
which attracts him to the clinic and the patients 
will receive the individual and personal attention 
which characterizes the best service. Regulation 
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by appointment changes the shifting stream of 
patients to an orderly flow. It distributes the 
peak loads among the hours of the day and the 
days of the week. It demonstrates the effective 
use of the physician’s time and of clinic space and 
facilities, thereby increasing the numbers who 
may receive individualized care. 


Case Control 


The regulation of attendance by appointment is 
but one phase of case control important to physi- 
cian-patient relationship. Complete case control 
or follow-up includes all of the medical and 
social supervision of a case. Approach to per- 
fection in case control is dependent on many im- 
provements in clinic organization: it is dependent 
on administrative concept, on professional and 
non-professional staff organization including 
nursing support and social service, on physical 
facilities, on appointment system for regulating 
attendance, and on the reception of patients. Case 
control begins at the first contact with the patient 
and is largely accomplished in the clinic through 
the interview, the examination, and the clear in- 
terpretation of the physician’s instructions to the 
patient. 


The amount of control is determined by clinic 
facilities and not by the size of the stream of 
patients who apply for care. Short cuts to follow- 
up, by printed form postals, by routine periodical 
notices, and by impersonal letters to patients re- 
questing them to return for examination, are of 
limited and questionable value. Because the con- 
tent of the notice may not apply to the patient 
who receives it, he may be confused or antago- 
nized, and the institution may be placed in a 
ludicrous position. The annual follow-up letter 
sent to a patient who has died in the hospital 
is no more ridiculous than many letters received 
by the patients in constant attendance. Always 
the routine form minimizes and partially destroys 
the personal patient-physician relationship which 
is the goal of clinic or private medical practice. 
Carefully written letters are indispenable in case 
control and will further the good will of the pa- 
tient and of his relatives toward the institution. 


Interview 


Attention to the art of interview is yet another 
approach to better physician-patient relationship. 
The personal relation between physician and pa- 
tient is the essence of medical practice. In private 
practice the setting is reputedly ideal for success- 
ful interview; in clinic practice the existence of 
the personal relationship has often been ques- 
tioned. If the personal element is lacking, clinic 
practice is doomed; if it is limited, the success 
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of clinic practice is proportionately curtailed. But, 
when large numbers of patients are managed in 
a manner efficient and kindly, in an atmosphere 
of cordiality, then the whole organization assumes 
a personality which is easily felt, and which is 
invaluable to the success of personal interviews. 
Privacy, comfort, and individual attention of the 
physician places the patient in a propitious frame 
of mind for the examination of himself. His atti- 
tude is changed from a defensive one to one of 
active participation in the medical examination 
for which he alone is best qualified to give infor- 
mation. Impressed with the interest of others 
in what he considers the most important subject, 
his own welfare, the patient will cooperate in the 
examination, in following treatment instructions, 
and in future follow-up examinations. Without 
the cooperation of the patient, the value of serv- 
ice rendered and of follow-up by letter or home 
visits, will prove relatively ineffectual. 


Information obtained by direct interview is us- 
ually most valuable; that obtained from others, 
closely associated with the patient is sometimes 
indispensable. The influence of environment may 
be distorted by or unknown to the patient, where- 
fore this information must be obtained from 
others who know him intimately or who are 
trained to detect the effects of environment on 
physical and mental status. The clinic physician 
must rely on assistants to give him information 
of the patient’s background which the physician 
in private practice obtains first hand. Social 
service is as old as medical practice; but as an 
integral part of clinic and hospital organization, 
social service is as new as modern clinics. Social 
service extends the personal relationship of the 
physician and the value of his instructions by 
adapting them to the individual. However, 
neither social service nor other clinic aids can 
fill voids in excellence or completeness of medical 
service. 


The art of interview is not developed in the 
physician’s formal training. It must develop with 
experience, preferably guided experience. Some 
physicians never become proficient in eliciting in- 
formation, in systematically recording salient 
facts, and in solving diagnostic problems with rea- 
sonable accuracy. Records stand as mute evi- 
dence that thousands of patients have not received 
benefits reasonably expected. The public is lenient 
and will be last to censure; but this fact must not 
delay developments which need be made lest the 
public eventually lose confidence in the medical 
profession. 


Because the art of interview and management 
of patients is not included elsewhere in the medi- 
cal curriculum, all out-patient departments, even 
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though remote from medical schools, should ac- 


cept the challenge and responsibility for supply- _ 


ing this educational opportunity. If physicians 
attain proficiency in writing medical records, the 
out-patient department has served one of its most 
important educational functions. ‘The medical 
record must be in chronological sequence and com- 
plete. It should be available at every patient- 
physician contact and should follow the patient 
into every department of the clinic and hospital. 
A unit system of filing conforms entirely with 
unity of service to the patient. Whatever modi- 
fications of filing are necessary, the purpose of the 
record remains the same. The content, form, and 
usefulness of the record is evidence of the extent 
to which unity of service has been achieved and 
is an index of institutional standards. 


Accumulated medical records assume research 
value in the study of variables which contribute 
to causation, treatment, and prevention of dis- 


ease. Incomplete records may be useless for sta- 
tistical analysis; they represent waste of valuable 
research material. Only the complete, accurate, 
chronological record is of value to those men and 
women who work to extend the boundaries of 
medical knowledge. 


Conclusion 


The patient is the unit in whom all activities of 
the professional and non-professional staff con- 
verge; the physician is the center of the service. 
Wise selection and proper organization of staff 
will make one unit of the hospital and clinic and 
will establish and maintain the personal relation- 
ship between physician and patient. Public de- 
mand requires that advances in medical science 
be applied effectively to all strata of society. The 
hospital-clinic unit should accept this responsi- 
bility for leadership. It is indispensable to medi- 
cal progress. 





Ultra Microscope 


Since the time of Professor Abbe, the Zeiss 
microscopic expert, the scientific world has been 
satisfied to accept his opinion that 1,500 diameters 
was the ultimate of microscopic magnification. 
Thus the bacteriologist referred to the disease 
producing organism which he could not see un- 
der the highest power as being ultra microscopic. 
The biologist must likewise content himself with 
either ignoring or imagining many details of tis- 
sue structure which he is certain must exist. The 
pathologist in turn, lacking information as to nor- 
mal tissue structure, is unable to study completely 
the effects of disease upon these same tissues. 


Science News Letter for October 1, 1938, car- 
ries the announcement of a new super microscope 
designed by Dr. L. C. Graton of Harvard Uni- 
versity that may have far-reaching effects on 
medical science. This new microscope has a mag- 
nification of 6,000 diameters, four times that of 
any previously existing instrument, and the num- 
ber of hitherto unseen and therefore unstudied 
details of the structure of matter that now are 
brought into the range of visibility, can scarcely 
be foretold or imagined. 


The new instrument has the general appear- 
ance of the largest types of metal working lathes, 
the massiveness of the locomotive, but a delicacy 
of adjustment so far beyond that of the conven- 
tional oil immersion objective as to be scarcely 
conceivable. For instance, it would take a fast 
working man seven minutes to change the ad- 
justment 1/100th of an inch—the thickness of a 
sheet of paper. 
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Dr. Graton is of the opinion that with the new 
methods he has perfected the lens is no longer the 
limiting factor in microscopic study but that such 
study is limited rather by the uniformity of the 
surface being studied since the higher the power 
of magnification, the less the depth of focus— 
that is, the less the variation in level of the sur- 
faces to be studied which can be brought into 
focus at any given setting. 


The expense of the apparatus and the highly 
specialized skill necessary for its use indicate that 
it will not soon find its way into hospital use if 
indeed it ever gets beyond the research labora- 
tory. But the results which investigators may 
get from this new refinement may produce un- 
dreamed of modifications in some of our beliefs 
regarding disease and its treatment. 

sla 

The Agricultural Department estimates that the 
annual cost for medical services for the farm fam- 
ily averages $39, six per cent of the cost of all 
goods required for farm living. The total costs 
of rural medical services aggregate $265,000,000 


per annum. 
——— 


Genius seems to be allied to immortal youth. 
Goethe at eighty-four had the same deep interest 
in life that he felt at thirty or forty; and Glad- 
stone at eighty-six was one of the most eager and 
aspiring men of his time—Hamilton Wright 
Mabie 


———_—_p—— 
It is easy to sit at the helm in fine weather.— 


From the Danish 
——_————— 


A laugh is worth one hundred groans in any 
market.—Charles Lamb 
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Community Planning for Complete Medical 
Relief Service in Clinics 


FRANK E. WING 


sorts of programs and activities relating to 

the welfare of people living and working 
together. We are concerned here with the need 
for a program of medical relief for that group 
with incomes under $1,000, comprising about one- 
third of our population, who can seldom if ever 
pay the full cost as measured by necessary doc- 
tors’ office fees, home visits, and hospital care. It 
is made up in part of individuals on public or pri- 
vate relief, requiring also full medical relief when 
sick, and in part of persons otherwise self-sup- 
porting, who when deprived of income by illness, 
can pay nothing or only a small part of the cost 
of their medical care. They must secure their 
medical care through the contributed service of 
the medical profession or at the expense of pri- 
vate or public medical charity. Depending on 
whether they are sick in bed or can travel about, 
they secure this service in their homes, in hos- 
pital wards, in doctors’ offices, or in tax-supported 
or privately supported free and part-pay clinics. 
It is with the completeness and quality of pro- 
fessional service to this last-named ambulatory 
or clinic-attending group that this paper is chiefly 
concerned. 


C sors of pro planning is applicable to all 


Early Planning—Individualistic 


In their origin and during the succeeding 50 or 
60 years, clinics in this country were established 
by groups of individuals to meet a definite need 
—for example, to provide medical relief for the 
worthy sick poor, to further the requirements of 
medical education, or to continue medical care of 
patients discharged from hospital wards. In the 
early 1900’s, thousands of detached clinics came 
into being in response to the demand for facili- 
ties with which to combat certain definitely rec- 
ognized public health menaces—tuberculosis, ven- 
ereal disease, conditions contributing to infant 
and maternal mortality, mental disease, etc. 
These, too, were apt to be individualistic, or at 
least limited to a small group in their planning, 
and were not brought about by broad community 
action. 

Broader Community Planning 


During the last 25 years there has been great 
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expansion in the number of general and special- 
ized clinics attached to hospitals and a constant 
improvement in the quality and completeness of 
the services offered. Many factors have contrib- 
uted to this. New developments in the art and 
practice of medicine, new and specialized tech- 
niques for diagnosis and treatment, have greatly 
increased the cost of medical care. The resulting 
inability to pay the cost on the part of those in 
need of medical services, and the influence of a 
more socialized philosophy towards them, have 
broadened the limits of eligibility so that the num- 
ber of people who depend entirely on clinics for 
their care has tremendously increased. Fee sys- 
tems have been established to suit the ability of 
those who can pay part but not all of the cost. 
Admitting practices have had to be improved. As 
a result, doctors have been increasingly disturbed 
about the inroads which clinics have been mak- 
ing in their private practice and it has become 
more and more difficult, except in the specialties, 
for clinics to enlist an adequate and dependable 
visiting staff. Gaps have been found to exist in 
the variety of services offered. Hurried and su- 
perficial examination and treatment have been too 
prevalent. Clinic patients have been subjected to 
long waits, and plans of treatment have been de- 
layed in their execution through lack of coordi- 
nation within clinics. Medical control of the in- 
dividual case has been lacking. These conditions 
have called for internal planning. Consequently, 
much of the energy of executives and committees 
of staffs and trustees during recent years has been 
expended in working out these and other prob- 
lems of internal development. 


Recent Planning—Internal 


While clinics have been engaged in the solution 
of these internal problems, communities have be- 
come awakened to the necessity of planning for 
better correlation of social, including medical, 
needs. Community Chests and Councils, Welfare 
Federations, Health and Hospital Councils, Asso- 
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ciations of Clinics, Medical Societies, as well as 


groups of individuals, have undertaken surveys 


and studies in the health and hospital field, and 
have used the findings in these studies as the basis 
of broader community planning. While many 
studies have been made, those in Detroit and Bos- 
ton will serve as illustrations in the clinic field. 


In Detroit, it was found that the city was well 
equipped with cardiac clinics, but very. deficient 
in dental clinics. There were numerous clinics 
for venereal disease but practically no psychiatric 
clinics. Admission systems, fee systems, relation- 
ship to private practice, registration of patients 
with the Central Bureau, varied markedly from 
clinic to clinic. We are told that the voluntary 
clinics supported by the Community Fund are 
gradually cooperating to eradicate some of these 
difficulties. Recently, in the belief that lack of 
information often stands in the wey of getting 
medical service, the Wayne County Medical So- 
ciety has published a chart describing the agen- 
cies through which the different classes of needy 
sick may receive medical care. In it are listed 
17 medical and surgical out-patient departments 
and the type of service supplied by each. 


In Boston,* it was reported that three inde- 
pendent dispensaries, each serving a restricted 
section of Boston, were without justification as 
separate organizations, and merging with exist- 
ing general hospitals was recommended, if they 
were to be continued. One of them is undergoing 
difficulties due to lack of financial support; and 
another is falling into disuse because its facilities 
are limited and its naturel clientele can secure ade- 
quate service within reach elsewhere. The third, 
serving the large detached territory of East Bos- 
ton, is wisely studying as to its future. Its con- 
tinuance has been felt advisable for the present, 
particularly since it has had to assume part of the 
load of an Emergency Station of the Boston City 
Hospital, which has recently been closed by action 
of the mayor in line with the recommendations of 
the report. 


The Boston study showed inadequacy in the fa- 
cilities for the treatment of syphilis and gonor- 
rhea, particularly at times practicable for the at- 
tendance of men and women working in the day- 
time. . It was also found that a large percentage 
of the existing clinic facilities were being sup- 
ported by private philanthropy, inconsistent with 
the authority under state laws for the State De- 
partment of Health to require the operation of a 
sufficient number of venereal disease clinics by the 
municipality. By legislative action on a bill in- 
troduced in 1937 as one of the recommendations 
of a Commission to Recodify the Health Laws of 


*A Study of the Organized Care of the Sick and of Health 
Agencies, by Dr. Haven Emerson and Anna C. Phillips, 1934. 
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Massachusetts, the full responsibility for the diag- 
nosis and treatment of syphilis and gonorrhea in 
Massachusetts was transferred from towns and 
municipalities to the State Department of Health 
and an appropriation of $200,000 was made avail- 
able for the first year. Since September, 1937, 
the State Department of Health has paid all ap- 
proved venereal disease clinics the difference be- 
tween the cost of operation and the amount col- 
lected from patients. 


Like most cities, Boston was found to be lack- 
ing in facilities for reparative dental work. Com- 
mittees of the Boston Health League have worked 
almost continuously on this problem, but thus far 
the only result has been the addition of four af- 
ternoons a week to the Boston Dispensary’s daily 
morning service through the employment of two 
dental interns. Last winter some of the medical 
social service departments were finding it difficult 
to raise special funds for expensive medicines pre- 
scribed in clinics for chronic patients who were 
unable to pay for such medication themselves and 
not eligible for public relief. On the recommen- 
dation of a committee of the Council of Social 
Agencies, the Hospital Council endorsed the prin- 
ciple that “medication is a necessary part of treat- 
ment and, as such, is the responsibility of the hos- 
pital administration.” 


Future Planning in Relation to Source of Support 


It should be noted that up to the present time 
most of the clinic planning has been directed to 
the content of the professional service and to 
methods of making this service available to those 
who need it, without much reference to the finan- 
cial sources by which the service has been sup- 
plied. We are now faced with three new factors 
in the situation, which are going to call for re- 
newed and concerted planning in the immediate 
future: 


1 The actual and impending reduction of in- 
come from invested funds and voluntary con- 
tributions is threatening the continuation of 
medical relief on the scale heretofore possi- 
ble by voluntary agencies. 


Recognition of governmental responsibility 
for the medical care of the indigent is lessen- 
ing the sense of obligation felt by voluntary 
agencies for the care of these groups. 


The entrance of the Federal Government into 
a program of grants-in-aid to states and 
through states to municipalities and towns 
for furtherance of public health and medical 
relief. This will impose a heavy challenge 
upon communities to plan wisely in order that 
these funds may be most economically spent 
for the public good. 
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Up to now, except where fully maintained by 
taxation, general clinics have not been very much 
dependent upon public funds for support. In 
some states, notably in Pennsylvania, private hos- 
pitals have received state subsidies for the care 
of the indigent sick in their wards, and in many 
other states the policy of payment on a per diem 
basis has been accepted for hospital care. This 
principle has not, however, been very generally 


extended to cover payment for care in clinics; 


neither have health and hospital councils given 
much study to this feature, except in relation to 
tuberculosis, venereal disease, cancer, and other 
conditions recognized as public health problems. 
This situation is pointed out by the recent Report 
of the Committee on Medical Care of the Ameri- 
can Public Welfare Association, which says: “In 
many localities government neither provides di- 
rectly nor pays nongovernmental out-patient de- 
partments or clinics for services to the sick poor. 
For some strange reason voluntary hospital au- 
thorities, although presenting forcefully their 
serious financial situation and eager in their de- 
mands for hospital care, have not pressed for 
payment of out-patient services. Voluntary 
agencies are, in the aggregate, providing a vast 
amount of out-patient service for relief clients.” 


Assuming that government—local, state, and 
national — will increasingly provide funds for 
medical relief and that some of this money will 
be applied to the care of the ambulatory sick, 
there will arise in the various states such ques- 
tions as the following: 


By whom and how will these funds be admin- 
istered? 


Should the services be set up by Departments 
of Welfare, Health or Hospitals? 


Should the funds be used to create new medical 
organizations or to supplement existing organ- 
izations, public or private, or both? 


Should the services be given in clinics or in 
doctors’ private offices? 


Obviously, if in private offices, the doctors 
should be paid for their services. Why then 
should they not be paid for similar services in 
clinics? 


As a matter of fact, these questions have al- 
ready loomed large in many cities. While the 
use of tax funds for payment of services offered 
by voluntary dispensaries and clinics has not yet 
become very general, there are notable examples 
of cities in which this practice is already estab- 
lished. In other cities additional resources are 
being created direct by public health, hospital, 
and welfare departments. 
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Use of Tax Funds 


In New York, the Department of Hospitals has 
under consideration the possibility of proceeding 
as soon as practicable with the construction of 
eight new dispensary buildings. Such a develop- 
ment would relieve considerably the pressure on 
New York’s voluntary clinics, which are now do- 
ing two-thirds of the dispensary work of New 
York City. The City grants substantial subsidies 
to voluntary hospitals for the care of in-patients 
but makes no grants for out-patient work. Re- 
cently hospital organizations have made rather 
insistent claims that there is no logical ground for 
the distinction and we are told that requests have 
been and will undoubtedly continue to be made 
for public grants toward the support of out-pa- 
tient work in voluntary hospitals. On the ques- 
tion of remuneration of physicians for out-patient 
services, the Commissioner of Hospitals is quoted 
as believing that an important principle was 
recognized two years ago when he secured funds 
for the payment of physicians on a basis of $5.00 
per session, but the appropriations covered only 
work done in venereal disease, tuberculosis and 
refraction clinics. The local county medical so- 
cieties are loudly urging with increasing persis- 
tence the right of dispensary physicians to be 
paid for their services. 


The City of Rochester, New York, has for three 
years been paying the out-patient departments of 
hospitals a uniform fee of 50 cents per visit for 
welfare cases. It also pays for medicines. This 
has very definitely reduced the voluntary hospital 
deficits. - 


In Massachusetts, a restricted policy of grants 
to voluntary clinics is followed by the State De- 
partment of. Health, which subsidizes approved 
venereal disease clinics in the manner already re- 
ferred to, and which also grants funds for the 
partial support of 16 approved cancer clinics affil- 
iated with the Department in the carrying out of 
its state-wide cancer control program. In Boston, 
three years ago, an arrangement was worked out 
by the Hospital Superintendents’ Club and the 
Overseers of the Public Welfare whereby the City 
pays dispensaries and clinics for all medical pre- 
scriptions supplied to patients receiving depend- 
ent aid at the flat rate of 25 cents each, and cost 
prices for insulin and liver extract. 


The secretary of the Hospital Council in Phila- 
delphia reports that “no changes are taking place 
in the relations between tax-supported and volun- 
tary clinics, nor is there any tendency to shift the 
burden of cost from voluntary to tax funds.” 
Similar reports as regards clinics have been re- 
ceived from Hartford, Cleveland, St. Louis, and 
Pittsburgh, although in Pittsburgh there is an in- 
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dication that the Hospital Council has been in- 


strumental in securing payments to voluntary hos- - 


pitals at minimum rates for tonsillectomies, re- 
fractions, and obstetrical services to indigent 
patients. 


In Chicago the situation is quite the reverse. 
The Clinic Section in the Division of Health of 
the Chicago Council of Social Agencies has since 
1932 provided an effective channel for joint plan- 
ning and coordination of services. The executive 
secretary of the Clinic Section states that at a 
critical time in 1933, when the demands for serv- 
ice were completely beyond the financial ability 
of voluntary clinics, the Section made a study of 
the situation and presented its findings, recom- 
mending that the volume of clinic service be ex- 
panded with the aid of private and public funds. 
The aid of the Illinois Emergency Relief Commis- 
sion was enlisted and funds were made available 
to meet the emergency. Without the establish- 
ment of any additional clinics, twice as much serv- 
ice as before is being provided by existing clinics, 
not alone in visits, but in more liberal provision 
of free glasses and appliances, free insulin and 
drugs, and free x-ray services to indigent patients. 
By employing part time salaried physicians, one 
clinic was enabled to increase its service by ap- 
proximately 2,000 visits a month. When another 
clinic was obliged to close its doors, the coopera- 
tion of other clinics was secured to take over the 
load. Practically $300,000 yearly is now provided 
from tax funds to help support voluntary clinic 
services in Chicago—one of the few cities where 
public funds are being made available to volun- 
tary clinics on a payment-for-service basis. 


In the meantime, the Clinic Section has been 
instrumental in improving the internal organiza- 
tion and external coordination of clinics in Chi- 
cago. As an example of the former, principles, 
standards and procedures for determining the 
eligibility of patients for free clinic care have 
been formulated and are said now to be almost 
universally followed. Perhaps the most outstand- 
ing example of the latter has to do with the co- 


ordination of clinics among themselves and with ° 


the Relief Administration and the private case 
working agencies. The Clinic Directory, of which 
it is said that more than 4,000 copies have been 
sold, in its introductory statement of policies has 
emphasized to the social agencies, to the medical 
profession and to the public the standards upon 
which medical relief service to the indigent is 
based. 


Other recent planning by this very active Clinic 
Section has brought about an arrangement where- 
_ by medical-legal cases are cared for by private 
physicians, if the likelihood of ability to pay is 
shown, and by clinics if the services have to be 
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rendered free. It has also been instrumental in 
developing standard low-cost special diets to be 
used by social agencies and clinics for patients 
on whom special diets are required. 


Effect of Future Voluntary Clinic Programs 


The foregoing examples serve to show the ex- 
treme complexity of the present situation in re- 
lation to medical relief in clinics, brought about 
by the entrance of government into the business 
of assuring adequate clinic care for the needy sick. 
The planning of the future must be directed to 
maintaining a proper balance, depending upon 
the local situation, between tax and voluntary 
support. The method will vary in the different 
states. In many states new legislation will be 
required. New plans of communication and of 
cooperation between public and private agencies 
will have to be established. Systems of account- 
ing and certification will have to be devised. 
Measures will have to be adopted to secure medi- 
cal supervision and control, to prevent needless 
repetition of office and clinic visits as well as the 
establishment of new and unnecessary organiza- 
tions. To accomplish these desirable objectives, 
directors and staffs of voluntary health organiza- 
tions and Councils will find it necessary to bring 
public officials and legislative committees more 
and more into their planning. 


The completeness and wisdom with which all 
of this planning is done will determine to a large 
degree the extent to which medical relief in clin- 
ics will remain under voluntary auspices aided 
by public funds or shift to tax-supported clinics 
operated entirely under public control. 


Thus far we have discussed only those phases 
of planning which relate to the care of the indi- 
gent or the medically indigent. What effect the 
acceptance of responsibility by government may 
have upon the activities of voluntary clinics in the 
future cannot be fully foretold. There remains, 
however, one further consideration which should 
not be overlooked and which may play an impor- 
tant part in future voluntary clinic programs. 
With the extension of benefits under group hos- 
pitalization plans to cover the cost of professional 
service, and with the formation of independent 
voluntary health and medical service organiza- 
tions by low income groups, clinics will be called 
upon to consider whether it is proper to offer 
medical service to subscribers who are members 
of these organizations. Since last May a commit- 
tee of the Board of Managers and Staff of the 
Boston Dispensary has been considering the feasi- 
bility of undertaking such a plan, possibly as one 
of several experiments to be tried out to test its 
value to the community and to the medical pro- 
fession. 
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Noise in the Hospital 


G. HARVEY AGNEW, M.D., F.A.C.H.A. 


“Could this old world from noise be freed 
Of leeches and herbs there’d be no need.” 


Noise has been condemned from many angles. 
It has few friends anywhere, yet modern civiliza- 
tion is leading all of us to make, and suffer from, 
more noise than our ancestors ever believed pos- 
sible. Modern industrial life means daily hours 
of deafening exposure; the drone of the aero- 
plane invades the most sheltered garden; the 
neighbor’s radio has destroyed any thought of 
rest in unnumbered apartments and homes; even 
the quiet and peace of the summer cottage has 
been shattered by the ubiquitous outboard motor 
and the useless sea flea. 


| T WAS a wise philosopher who said, 


Despite our protests little seems to be done 
about it. Cities pass pious ordinances but they 
are honored mostly -in the breach. It has been 
conclusively proven that noise is detrimental to 
health and that it is a cause of nervous exhaus- 
tion to a demonstrable degree, but it was only 
when investigators were able to show to the deci- 
mal point the lowering of efficiency and output 
among office and industrial workers—in other 
words, the financial loss—that noise in office and 
workroom was treated seriously. 


Of one thing we can be thankful. The ear is 
a remarkable organ in that the increased inten- 
sity of sound, as we perceive it, is not propor- 
tional to the intensity of the energy causing the 
sound. Thus a pneumatic road drill at 80 decibles 
of sound is only four times as loud to the ear as 
a quiet conversation at 20 decibles, yet the actual 
intensity of sound, as scientifically measured on 
the decible scale which is a logarithm scale, is 
one million times greater. This not only explains 
why we can tolerate loud noises, but why we hear 
slight sounds so well—too well when we are sick. 


Of particular concern to us is noise in the hos- 
pital. If noise is not only irritating but detri- 
mental to well persons, the deleterious effect upon 
those who are ill cannot but be correspondingly 
greater. The last place where unnecessary noise 
should be tolerated is the hospital. The patient’s 
rest is broken enough under even ideal conditions 
without further and unnecessary shock to the 
overstimulated and exhausted nervous system of 
a restless and apprehensive patient. 
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Modern Hospital Is Noisy 


Hospitals are particularly prone to be noisy. 
For one thing the modern (and desirable) in- 
sistence upon a fireproof structure converts it into 
a veritable “loud speaker,” every major sound vi- 
bration being transmitted through the entire 
building by its solid ferroconcrete structure. The 
increased use of ducts for ventilation or air con- 
ditioning and the greatly increased plumbing fa- 
cilities of today aggravate sound transmission. 
Our effort to centralize services to save labor 
wastage, and the use of terrazzo flooring, now so 
popular, are added factors. 


Another major factor is due to our personnel 
and their activities. The patient of today is 
certainly not neglected; most of them wish 
they could be neglected a little more assiduously. 
With the average hospital having more personnel 
than patients, and with the present-day concep- 
tion of “working up” a patient, there is just a 
steady stream down the corridor of nurses, tech- 
nicians, interns, dietitians,’ ward aids, maids, 
cleaners, visitors, social workers, and clergymen, 
not to mention the visiting doctors, their retinue 
on rounds, and often the interrogative student. 
The rare intervals are filled with the sound of 
rattling stretchers, clanging elevators, and balky 
motor cars. 


The question is, “How can we control noise in 
the hospital?” The answer is not a simple one, 
for many factors contribute and the solution re- 
quires the fullest cooperation of every person con- 
nected with the institution. 


Construction 


First let us consider the building. So often 
noise elimination is thought of in the planning but 
is one of the first considerations to be jettisoned 
when the plans must be scaled down to meet the 
available funds. 


The whole building should be planned to mini- 
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mize annoyance of patients by the parking of cars, 


the collection of garbage, the delivery of coal, or - 


the shuffle of dispensary patients. All lines of 
traffic and communication within the building 
should be carefully considered on early plans. If 
there is a nearby noisy street thoroughfare or a 
transportation line, the use of intervening low 
buildings as a sound screen, as recommended by 
the New York City Noise Abatement Commission, 
should not be overlooked. 


The elevators, utility rooms, the nursery, the 
labor room, and other potential sources of noise 
should be isolated by the vestibule or secondary 
corridor. Corridor doors should separate the oper- 
ating suite, the nursery, the maternity suite, and 
the entrance and main traffic corriders from the 
rooms of the patients. Stairwells should be en- 
closed. 


Great care should be exercised in the choice of 
wall and flooring material. The essential point is 
to minimize vibration conduction in the wall and 
to aid its absorption on the surface. Floor and 
wall fillers such as aerocrete and gypsum lessen 
structural transmission. Ceilings hung from felt 
insulated hangers kill transmission from above. 
Terrazzo is perhaps our most popular, and our 
noisiest, corridor flooring. A central strip of rub- 
ber or battleship linoleum will help tremendously 
to deaden traffic sounds. Corridors, serving pan- 
tires, nurseries, utility rooms and other noisy 
rooms should have the ceilings acoustically 
treated. This may range from one of the low cost 
acoustic plasters to the special acoustical prep- 
aratiens now available in attractive form. 


Plumbing is a special bugbear. ‘Water ham- 
mer” must be eliminated in toilets; plumbing 
should be isolated by packing where it passes 
through concrete or terrazzo; if steam heating be 
used “knocking” must be guarded against by 
proper water return arrangements. Air condi- 
tioning ducts may need to be baffled in certain 
places. Impact vibrations resulting from the op- 
eration of heavy machinery, or the hum of mo- 
tors, may be overcome by the use of such vibra- 
tion absorbing bases as rubber, cork, felt, or a 
special spring platform. Much research has been 
necessary in this field, for improper installation 
may negate all efforts to control vibration. 


Hardware and Equipment 


Hardware and equipment are important consid- 
erations. Door silencers, bumpers, friction hinges, 
armhooks, and rubber roller latches are to be rec- 
ommended. Felt rollered overhead ward curtains 
are far superior to awkward screens. Rubber 


bumpered furniture saves walls as well as ears. 
“Rubber plated” racks for the washroom or the 
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utility room are available. Chart holders may be 
suspended on rubber cushioned supports. The 
silent call system for doctors is so superior to the 
loud speaker and other types that there is no need 
for adding to the corridor confusion. Stretchers 
and all portable apparatus should be chosen 
for their silent operation—and kept that way by 
constant attention. Rubber shoes for chairs, rub- 
ber vases, composition trays, baffles for outside 
windows, and careful control of room radios all 
help to “knit the ravelled sleeve of care.” 


Personnel 


Finally, what about the personnel? Actually 
the major portion of the sum total of disturbing 
noise would seem to arise with those who sur- 
round the patient. Loud talking in the corridor, 
a doctor’s cheery greeting to a colleague, an in- 
tern’s guffaw, a nurse’s laugh, a visitor’s steel 
shod heel, an ungreased wheel on some portable 
equipment, a motor honk in the courtyard, a care- 
lessly dropped bedpan or medicine glass—these 
are far more annoying than, say, the distribution 
of food trays because they are so utterly unnec- 
essary. 


Particularly at night do needless sounds aggra- 
vate. The light banter of nurses, interns, and 
junior staff men at the charting desk may seem 
free of offense, but how patients do not like other 
people to be frivolous when they are sick! 


Corridor consultations are so easy, yet the 
strange patient in the room opposite which the 
doctors are standing may be terrified by the whis- 
pered fear that “the operation may reveal can- 
cer.” Relatives are prone to buttonhole the doc- 
tor “down the corridor.” The floor polisher, with 
obsolete equipment, may start his droning just 
when a patient is dropping off for an after dinner 
doze. 


The price of noise control is everlasting 
vigilance. Every institution represented here 
should make a careful study of its own noise situ- 
ation. This should not be done by the superin- 
tendent alone, but should be participated in by 
every person intimately connected with the hospi- 
tal. The medical staff, the nursing department, 
the housekeeper, the dietitian, the engineer, the 
maintenance men, even the regularly calling 
tradesmen should be made a part of this study. 


The desideratum is to make every one “noise- 
conscious”—and to keep them that way. The 
whole effort breaks down if a few individuals lose 
their interest and become careless. With cooper- 
ation from everybody and a reasonable expendi- 
ture on sound insulation, the effects to be 
achieved will repay the effort a hundred-fold. 
There is real therapeutic value in “Silence which, 
like a poultice, comes to heal the blows of sound.” 
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Training of Interns and Residents 
in Obstetrics 


SAMUEL A. COSGROVE, M.D., F.A.C.S. 


training of house officers in obstetrics whether 
that training be in a special or a general hos- 
pital. 


Tans are two basic requisites for the proper 


Adequate Organization 


The first is an adequate organization of the 
obstetrical service. By adequate organization is 
meant: 


1 A staff of competent, trained obstetricians with 
one good organizer and administrator in charge 
of the service with full responsibility and au- 
thority. 


Organization of antepartum clinics, with ade- 
quate time and physical facilities to permit 
proper observation and management of the 
material in these clinics. There should be spe- 
cial emphasis on the toxemic group and the 
group of questionable pelves. 


The in-patient service should be organized 
with a view to the proper segregation of: 
a Cases in labor 
b The delivery room suite 
c Postpartum cases 
d Septic or contaminated cases or those suf- 
fering from infective intercurrent condi- 
tions. 


Postpartum and follow-up clinics. Here there 
should be special reference to the group of 
minor gynecologic sequallae of labor and the 
continued observation of toxemics after de- 
livery. 

Proper organization of the resident and intern 
group itself. 


In large cities of course well trained resident 
obstetricians are a necessary and usual part of 
the staff group. But even in small hospitals with 
relatively small services consisting largely of pri- 
vate cases, competent residents would enhance the 
value of the service to patients, redound to a 
credit of the hospital, and lighten the burden of 
medical attendants. Any hospital management 
would profit by the provision of such an officer. 
If administration fails to appreciate the truth of 
this, it would pay the group of staff attendants 
conducting obstetrics in the hospital, to provide 
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such a house officer, if necessary at their own ex- 
pense. 


Interns should be assigned for definite full time 
periods on the obstetric service. Even where the 
number of cases is small, proper study and fol- 
low-up of patients through the prenatal clinic, de- 
livery, and puerperium, and the postnatal clinic, 
with competent keeping of records, preparation 
for conferences, etc., will fully occupy the time of 
an intern. This full time interest in, and atten- 
tion to, the obstetric service is infinitely better 
for him than the system of irregular rotation 
whereby men on medical and surgical services. 
“cover” obstetrics as that department makes de- 
mand upon their time. 


Teaching on the Part of the Attendant Staff 


The second basic requisite should be an inter- 
est in, and desire for, teaching on the part of the 
attendant staff. If a resident is provided for the 
obstetric service, his part in training the interns 
serving under him should be definitely under- 
stood and emphasized. Throughout the organi- 
zation there should be a spirit so well expressed 
by an eminent educator in another line who be- 
lieved it was the mark of a real teacher to “gladly 
teach.” 


The teaching of obstetrics should follow a def- 
initely and carefully planned program. This pro- 
gram may well embrace a few formal basic lec- 
tures. Much more important than this, however, 
is close teaching intimacy between those respon- 
sible for the teaching, particularly department 
heads, and the interns themselves. 


Where the service is small and consists largely 
of private cases, it is a mistake to regard this pri- 
vate material as the inviolate personal property 
of the private attendants concerned. There is no 
reason whatever why private patients should not 
be used almost as freely for teaching purposes as 
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clinic material. Recently while visiting another 


hospital I heard the obstetric resident ask a pri- - 


vate attendant if he might have the privilege of 
seeing the x-rays of a certain patient. I wonder 
just what sort of high fence separated private 
cases in that hospital from the resident and intern 
staff, that made it necessary for him to ask. In 
our own large private service, charts, x-rays, and 
other exhibits on private patients are just as 
freely available for instruction and inspection of 
our interns and residents as in clinic patients. 
Moreover, it is a standing rule that interns rather 
than residents scrub to assist in the delivery of 
private patients, the time and attention of the 
residents being reserved for the administration 
of the floor. 


Admitting interns and residents in charge of 
delivery floor examine our private patients as a 
matter of routine. Only rarely is the slightest 
friction occasioned by this procedure. Moreover, 
except in the rarest instances residents and in- 
terns are freely admitted to private deliveries and 
private operations as observers. 


Thus no matter what the nature or size of the 
service, the entire material may be so handled as 
to be almost 100 per cent available for proper 
instruction of the residents and interns. 


Periodic Staff Conferences 


Besides the intimate teaching of the interns by 
the attendants, their assistants, and residents, in 
the out-patient clinics, the ward floors and the 
delivery and labor rooms, there should be frequent 
periodic staff conferences in which not merely 
mortality, but interesting current material is 
freely discussed. As a rule it is best to have the 
interns prepare and present the reviews of this 
material. Every intern should feel free to par- 
take in the discussion, even to the point of ques- 
tioning the dicta of senior staff members. The 
more intimate and informal these conferences can 
be made the more valuable they are. Attendance 
at them should be obligatory unless urgent duties 
interfere. But if properly conducted, the confer- 
ences are valuable and are so appreciated by the 
interns themselves, that no coercion with refer- 
ence to attendance is ever necessary. 


Sometimes it is of advantage to present the 
same case over and over again, thus following 
selected particular patients through their prenatal 
course, delivery, and postpartum experience. 


If, for instance, a case constituting a particular 
problem of management is presented, the scheme 
of management may be determined upon after 
conference. Then certainly at a future confer- 
ence the result of that management should be re- 
ported and assessed, and its competency be re- 
discussed in the light of its result. 
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This program may seem formidable, and ap- 
plicable only to large hospitals with full time 


attending staff. I can say that in our own 
clinic a carefully constructed program of this 
sort is being carried on by men, no one of 
whom is a full time resident. All of them are de- 
pendent upon the conduct and preservation of 
their private practice for their incomes. Similar 
programs are also well exemplified in the conduct 
of many a small hospital, where one or two earnest 
leaders have been able to inspire an esprit de 
corps which results in astounding accomplish- 
ment, on the basis sometimes of-very meagre clinic 
material. 


Conclusion 


The undergraduate teaching of obstetrics in our 
colleges has been much criticized. This weakness, 
however, is fast being overcome. There are today 
many teaching clinics among undergraduate 
schools which are accomplishing the very utmost 
that limitations of time, size of class groups, and 
attainment of students make possible. Plass has 
recently pointed out that it is not expected that 
they can possibly do more. These clinics, how- 
ever, representing the best in the country, owe 
their first duty to the training of undergraduates. 
It is in the training of the graduate student dur- 
ing his internship, and afterwards, that the most 
serious lack exists. Yet there are few general 
hospitals which do not handle obstetrics. In 
nearly all of them teaching programs of real 
value could be organized, if the men in charge of 
those services were imbued with the love of teach- 
ing, and an appreciation of their responsibility to 
utilize the material passing through their hands 
for teaching purposes. If they would do the share 
which they are capable of, in providing the teach- 
ing which the young men so largely lack, they 
would render a tremendous service to a new gen- 
eration of medicine. They would achieve for 
themselves a new growth, for by teaching we 
learn. 


There is no influence so stimulating to our own 
thought, no sharper corrective for our own prac- 
tice, than the endeavor to meet the bright, eager 
thirst for knowledge which these young men bring 
to us. If those who follow us lack training except 
that which comes from experience alone, the fault 
lies not in their unwillingness to accept teaching, 
but in our failure to provide. 


Stimulation and aid in the formulation and 
carrying out of such teaching programs in obstet- 
rics, wherever obstetric material is handled in 
hospitals, would be a most worthy objective of 
agenda for the college, and for all associated 
agencies interested in better results in American 
obstetrics. 
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Modernizing Hospital Accounting 






HERBERT RETZLAFF, C.P.A. 


T IS REALIZED, of course, that management 
policies are not governed by dollar and cent 
considerations alone—least of all in a hospital 

where -service to suffering humanity is the ob- 
jective. Emergencies will brush aside all con- 
siderations of cost when human life is at stake. 
Yet, in the long run, hospitals have to consider 
sound management principles if they are to con- 
tinue successfully in their great service. It is 
with this thought in mind that the following arti- 
cle has been written. 


The days have passed when post-mortem exam- 
inations furnished the only basis for medical re- 
search. Modern medicine has evolved valuable 
aides to intelligent diagnosis through laboratory 
and x-ray work. Treatment of patients is based 
upon careful study of all available facts and prog- 
nostication of probable future reactions. Simi- 
larly, in the business world, management no 
longer depends solely upon the analysis of “post- 
mortem” data as furnished by the old-fashioned 
accounting reports, but is aided by modern meth- 
ods developed through cost accounting, budgeting, 
graphic charts and similar media. 


Most hospitals are non-profit institutions, 
yet their management problems are nearly the 
same as those of industrial organizations. A mod- 
ern hospital plant with its large staff of trained 
personnel, its various technical departments and 
laboratories is fully as complicated a set-up as 
many a good-sized factory. It is well nigh impos- 
sible nowadays to manage such a vast institution 
without proper operating statistics to guide those 
in charge and to permit them to coordinate the 
multitude of tasks of the various units into a 
smooth running organization. This has been rec- 
ognized more and more during the last few years 
and has led to some valuable research work under 
the auspices of the American Hospital Associa- 
tion, the United Hospital Fund, and various hos- 
pital councils. 


Accounting System 


A good accounting system is the first prerequi- 
site for proper management control. While an 


elaborate account classification is not needed in 
all cases, it should be detailed enough to permit 
intelligent analysis of what is going on, and to 
provide for proper regulation of various activities. 
As a matter of fact, it is a good deal simpler and 
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less expensive to operate a sufficiently detailed ac- 
counting system, than to keep an old-fashioned 
set of books where all information is “thrown into 
one pot.” Many an expensive investigation has 
been made in order to obtain needed information 
which a proper system could have supplied auto- 
matically. The account classification is the back- 
bone of the accounting system on which its use- 
fulness will depend. To be workable, it should be 
designed to meet the functional division of opera- 
tions. It is outside the scope of this article to 
describe a hospital accounting system, many ex- 
cellent publications on this subject have appeared 
within the last few years. While each institution 
has to adapt a system to its own particular needs, 
a certain uniformity of general classifications and 
procedures is highly desirable to facilitate the ex- 
change of comparative data. 


Significance of Costs 


There is no mystery connected with keeping 
costs for a hospital. It merely means that the 
system should be designed in such manner that 
the necessary cost data will automatically be gath- 
ered at those points where they become most sig- 
nificant. In other words, it is necessary, first of 
all, to determine the various service functions for 
which costs should be accumulated, e.g. nursing 
care; surgery; laboratory; x-ray; etc. Next, a 
proper unit for expressing costs should be chosen 
for each function. 


Aggregate departmental costs do not mean any- 
thing unless they are related to the volume of 
work performed. Obviously, the same yardstick 
cannot be used for all departments: for example, 
patient day cost is not a significant figure to use 
throughout, since all patients do not share in the 
various hospital services in the same proportion. 
Efficiency of different services may be gauged 
through their respective unit costs, e.g. nursing 
cost per patient day; surgery cost per operation 
(although some allowance may have to be made 
for major and minor operations); dietary and 
kitchen cost per board day; x-ray cost per patient 
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handled, etc. Where the necessary statistical in- 


formation is not available, the relation of expenses - 


to the corresponding income furnishes oftentimes 
a good yardstick for expressing the efficiency of 
such supplemental service departments as sur- 
gery, x-ray, deep therapy, and others. 


What have we gained after arriving at these 
unit costs? We have reduced the information 
shown by the accounts and statistics to index fig- 
ures which express the efficiency of the respective 
functions in an intelligible manner. Now it be- 
comes possible to make significant comparisons 
with prior periods, establish a norm, and set 
standards for the future. It may be emphasized 
again, that correct cost information is just as im- 
portant to hospital superintendents as it is to 
managers of commercial enterprises. True, most 
hospitals do not need to make a profit, yet their 
revenues are definitely limited, either through 
earning capacity, tax appropriation, charitable 
contributions or endowment income. In fact, un- 
like commercial corporations, most hospitals do 
not have the cushion of an earned surplus to fall 
back upon during depression periods. Thus, con- 
trol over expenditures takes on added significance. 


There are certain functions which cannot be 
identified with any particular service to patients. 
They are in the nature of overhead items, i.e., 
all patients benefit from them (such as adminis- 
tration, house and property maintenance, etc.). 
Much has been argued about the desirability of 
pro-rating hospital overhead costs to direct serv- 
ice functions. Where the organization is large 
enough and sufficient statistical data are available, 
such pro-ration may be desirable. On the other 
hand, any such pro-ration is necessarily based on 
estimates and unless sufficient care is taken to ar- 
rive at reasonable and accurate estimates it is 
better not to make such an attempt. 


A knowledge of costs of various types of hos- 
pital services is essential for establishing hospital 
rates. True, costs may not always be the decid- 
ing factor in setting rates, as many services will 
have to be rendered below cost. Still, one has to 
know his costs before one can even discuss rates 
intelligently. The problem becomes all the more 
important in view of the increasing trend towards 
hospital insurance and contracts with hospital as- 
sociations, industrial concerns, and municipalities. 
Proper cost data will be helpful in obtaining an 
adequate rate and will warn the superintendent 
of the danger line below which he should not 
quote. 


The same reasoning which governs price poli- 
cies of commercial concerns applies equally to hos- 
pitals. Once a certain volume has been obtained 
which brings in sufficient revenue to cover fixed 
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expenses and general overhead, additional work 
can be performed at proportionately much lower 
rates. There is such a thing as a “by-product” in 
a hospital. Certain types of services, by their na- 
ture, may not warrant a very high rate and would 
certainly not be profitable as a sole source of in- 
come. Yet, if such services will utilize unused 
hospital facilities and will yield some revenue over 
and above their direct cost, it is certainly good 
policy to encourage their development. A saga- 
cious hospital superintendent may find thereby 
good opportunities not only for increasing the 
revenue of his hospital, but also for materially 
enlarging its sphere of usefulness. 


Budgetary Control 


Almost all hospital superintendents and trustees 
will readily see the advantages of operating un- 
der a budget system whereby they may gain a 
preview of the next period’s results. Yet, prac- 
tical difficulties encountered in arriving at reason- 
able estimates have in many instances prevented 
the adoption of the budget plan. While there may 
be some difficulties in the initial period, whatever 
slight extra effort is required will be amply repaid 
by the saving obtained through better control and 
the greater efficiency resulting from systematic 
planning. True, unforeseen events may force a 
deviation from the course, still if the extent of 
the deviation is known, proper correction can be 
made. After all, it is the responsibility of the 
superintendent to constantly look ahead and an- 
ticipate coming trends to insure continuous, 
smooth functioning of all departments. Through 
purchasing of supplies and equipment, hiring em- 
ployees, entering into service contracts, he plans 
for the future—the budget merely helps to co- 
ordinate these tasks into a systematic program. 


A budget should be a help, not a strait jacket 
from which there is no escape. In a hospital espe- 
cially, many emergencies may arise which might 
upset all carefully planned estimates. What of it? 
The budget will not stand in the way of needed 
action. However, if we cannot stay within the 
budget, we ought to know why not. Modern 
budget reports furnish a yardstick for gauging 
operating efficiency by showing comparison of ac- 
tual results with budget estimates. This is a step 
forward from reports which rely solely on com- 
parisons with prior periods. In this rapidly 
changing world, past experience alone offers 
hardly an adequate criterion. 


It is not the purpose of this article to give a 
detailed outline on how to set up a budget, merely 
a few general thoughts will be mentioned. The 
first prerequisite for any successful budget sys- 
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tem is a well planned organization with proper 
functional divisions and responsibilities. To be 
really workable, a budget cannot be static, but 
must be flexible to meet changing conditions. 


A plan for the future will necessarily have to 
begin with a study of past performances. This 
is where accounting reports and cost data prove 
their worth. By their nature, expenses may be 
divided into three major groups: fixed, semi-fixed, 
variable. Before starting with the preparation of 
the budget it is necessary to classify all expenses 
under these major groups, viz.: fixed, those which 
do not change with varying patient volume; semi- 
fixed, those which only gradually change with vol- 
ume; variable, those which are directly affected 
by the volume of work handled. The fixed ex- 
penses may be budgeted in total for the period; 
the semi-fixed may be set for certain volume 
groups (e.g., say up to 15,000 patient days costs 
are $1,000; from 15,000 to 18,000 patient days 
costs are $1,100 and another 10% increase for each 
additional 3,000 patient days) ; variable expenses 
should be expressed as cost per unit (e.g., patient 
day ; surgical operation; x-ray film; percentage of 
income; or whatever may be the logical unit). 


This may be illustrated by using kitchen and 
food costs as an example. Let us assume we have 
the cost elements found in Table 1: 





Table 1 
Cost Elements 

Fixed: Per month 
PAGip Ment: GEPreciGhiOn. 6.6.6.6 ceihe cvieccceetbevcic $300 
Salaries of dietitian and asistants............... 300 
Proportion of purchasing agent’s time...........- 100 
Stewakd 6 GEPARGNGHE ii. 6 cic eee e casters seer 100 
BGO ERO iro c oie aeedncsasewecneee ea $800 

Per 15,000 

Semi-fixed: board days 
Salaries of cooks and bakers...............0. $ 800 

Salaries of dishwashers, waitresses and pantry 

po EA re ae ae Ce Pc a hr ee rer 700 
Cr Gis Mere Cae MORN ar ee rae Ey Deere eT 150 
OME MOUEIATENOR 60sec c'ccieneduwesecenun $1,650 


(Based upon 15,000 board days per month, 
with 10% increase for each additional 3,000 
board days per month.) 





Per 
Variable: board day 

NEIE Ge CUOUIN f 5 o Wife iu dies rule Meee wind os kneeoes $0.08 
POCCOR SIME COO. vn Need kos as's cee Keasneneece .05 
PEGG ATED VOCE soo 5-6 bo bia Wass eh owas wees 10 
MACACA GU DOE a bcc cecavecosseeveeus 12 
CROCKINON os site are Tube csiendde beeen oedeeae .06 
MILO GIME MOUS og cc cco vta cbisheae woKeionbes 01 
ROM arn eie annie ah eee Melee t coerce eh tenes 01 
LOCKE NOWIOINO <o oc:stdoededecwacotveccuces $0.43 


These figures are, of course, fictitious. The 
above segregation as between fixed, semi-fixed and 
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variable may not apply in each case, depending 
upon the individual organization of the hospital. 
For instance, where the range of volume fluctua- 
tions is rather small, cooks’ and dishwashers’ sal- 
aries may be considered fixed rather than semi- 
fixed; in some cases the semi-fixed group may be 
ignored entirely. But the above will serve to illus- 
trate the principle. 


Assuming that we have 18,000 board days dur- 
ing the month, our budget would be as found in 
Table 2 (disregarding itemization under each 
group which would be valuable in actual practice) : 


Table 2 
Budget 
PERG CRONE eink Bi cob iink ca ewis hae saee $ 800 
Semi-fixed expense—$1,650 + 10%........... 1,815 
Variable expense—18,000 x $0.43............ 7,740 
ORO cds puCdds ob co ene t nck Asie ueel $10,355 


If in the following month board days increased 
to 21,000, the budget figures would be as found in 
Table 3: 


Table 3 
Budget 
Wied  ONMOHEe 2 okiciesecececuwcccvetiacicods $ 800 
Semi-fixed expense—$1,650 + 20%........... 1,980 
Variable—21,000  $0.43.......ccccccceccees 9,030 
TOG? vii Sokcces nav deasectsenananens $11,810 


The same method would apply to all other de- 
partments. 


Since we have budgeted variable expenses on a 
per unit basis, which is extended each month to 
give effect to actual volume, the budget figures 
will automatically reflect true conditions (e.g., in 
the two examples given above, an increase in pa- 
tient days brought about higher budget figures). 
Here, indeed, we seem to have progressed far 
from the old-fashioned static budget. 


It may be argued that this is a rather lengthy 
and expensive procedure. But is it? True, all 
expenses and departmental results have to be an- 
alyzed carefully from time to time by either the 
superintendent or the chief accounting officer. 
However, this should be done in any case in a 
well-managed institution, whether a budget is 
maintained or not. Furthermore, the time thus 
spent should amply pay for itself through greater 
knowledge of actual conditions and departmental 
efficiencies which the executives are gaining 
thereby. Once the groundwork is done, the cleri- 
cal cost of accumulating the monthly budget is 
slight. A good calculating machine operator sup- 
plied with the necessary unit figures, can assemble 
the data and figure the variations of actual over 
budget in a very short time. An intelligent budget 
report will certainly save much valuable time on 
the part of executives and trustees, since the es- 
sential facts are clearly brought out without ne- 
cessitating further analysis and research. 
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Graphic Charts cial loss or gain. (These latter charts are also 

- referred to as profit realization charts or profit- 
graphs.) A number of good books are available 
on this subject. 


As a passing thought, the writer wishes to point 
out the advantages of graphic presentation of ac- 
counting data. Voluminous comparative financial 


reports are sometimes difficult to understand and ‘Conciasion : 

require time for analysis. Few people can remem- In modern hospital service, as in most other 
ber figures, but almost all will retain a definite im- fields, the pace is constantly accelerating. New 
pression of a picture. Long range trends can be problems are arising all the time and the scope 
displayed best by charts. For example, running of hospital activities is constantly enlarging, em- 
charts may be kept showing monthly patient days, bracing fields unheard of a few years ago. A 
revenues, departmental expenses, etc. If desired, heavy responsibility rests upon the shoulders of 
budget figures can be plotted on such charts to those entrusted with the administration of our 
show comparison of actual results with budget hospitals; an important task is before them, call- 
forecasts. Once designed, it is a simple matter ing for outstanding managerial ability and judg- 
to keep such charts up to date from month to ment. 

month. Various types of charts can be made: In order to master this job, the modern hospital] 
line charts, block charts, pie charts, etc., the choice superintendent will have to avail himself of all 
will depend on the type of information to be dis- latest methods which modern medicine, technique 
played and personal preferences. For example, and business administration have to offer. Hos- 
charts plotted on logarithmic paper are particu- pital accountants have a definite task to fulfill in 
larly adapted to displaying the trend of income this connection. It is hoped that they will meet 
and expense items at varying ‘volume since the this challenge and make constructive contribu- 
curves are determined by relative percentage vari- tions to hospital administration. Accounting 
ations. Interesting features can be brought out should be more than just an instrument for his- 
by “budget charts” which will show fixed ex- torical recording—in the hands of a capable con- 
penses, variable expenses and revenues at vary- troller or superintendent, it can become an effec- 
ing stages of occupancy and the resulting finan- tive tool for shaping the policy of tomorrow. 





_ — 
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@ Proclamation 


At this season of the year when the thoughts of our people are naturally directed toward extending a helping hand to those less 
fortunate, when public welfare organizations, community chests, and others who support our hospitals and institutions are conducting 
their campaigns to carry forward their work of mercy for the coming year, those high in authority in our communities support these 
appeals for funds by proclamations to their citizens. 


A proclamation which effectively portrays the reason for giving has been issued to the citizens of Montclair, New Jersey, by 
their Mayor, the Honorable William E. Speers. HOSPITALS appreciates the opportunity to reproduce this proclamation which is 
a classic in the beauty of its thought and language and in the sincerity of its motive-——Epitor’s NOTE. 


ye a IN THE HEART OF MAN, planted there by the Creator, is a compassion for all in sickness, want 
or despair. The hand goes out to those among us who, for whatever reason, suffer more than is the 
common lot. 


THUS, IN YEARS PAST, the men and women of Montclair have given generously to the afflicted. Our 
hospitals have mended the worn fabric of the body; and there have been many to bring new courage and hope to 
the soul. Children have grown strong under the warm sun of affection; the aged have slept content; and we 
have ministered to the broken in spirit. 


BUT THIS IS A CONTINUING TASK, not ended by the calendar nor done with at any day’s close; and so 
to the renewal of these acts of mercy I now call upon the people of our town. And I further declare that, commenc- 
ing with the twenty-ninth day of October, we, the citizens of Montclair, shall unite for the eighteenth year in the 
Community Chest campaign, contributing, as we are able, to this cause of God and man, remembering the while that 
we give as brother to brother, imitating the compassion of One who gave Himself. 


Gnvder mp hand and seal, in Montclair, this twenty-sixth dap of @ctober, in 
the peat of Our Lord One Thousand Nine Bundred and Thirty-eight, anv 
of the Independence of the United States the One Wundred and Sixty-third. 


WM. E. SPEERS, Mayor 
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Organization and Management of Volunteer 


Service in Hospitals 
CHRISTOPHER G. PARNALL, M.D. 


what originally was a place to receive guests, 

and of what later became a refuge for the 
needy, into an institution for the reception and 
care of the sick and injured. With the develop- 
ment of modern medicine, it has become a complex 
organization designed to furnish facilities and 
trained personnel not elsewhere available, to en- 
able the physician to employ all known resources 
of science in the diagnosis and treatment of dis- 
ease. While the early hospital was an expression 
of the humane impulse to care for the sick and 
unfortunate and developed a religious meaning, 
the modern hospital might be said to be an insti- 
tution of applied, scientific humanitarianism. Sci- 
ence is essential but humanity is still fundamental. 


Volunteer Work Unorganized Is a Liability 
Rather Than an Asset 


It is impossible today to conceive of a hospital 
in which the service is entirely donated by people 
inspired by motives of religion and humanity; at 
the same time it is just as difficult to visualize a 
hospital worthy of the name functioning without 
the desire on the part of its workers to serve hu- 
manity as a basic impulse. Interest in humanity 
should always be a determining factor in adopting 
’ a@ career of service to humanity, whether such a 
career be the ministry, medicine, nursing, social 
service, or any allied endeavor. But interest alone 
is not enough—education, technical training, and 
natural adaptability are all essential. There are, 
notwithstanding, places for those who want to 
serve who are not technically trained. They can 
help those who are. 


T= hospital of today is the outgrowth of 


In any community there are many people, par- 
ticularly women, who would like to devote vary- 
ing amounts of their leisure time to some philan- 
thropic activity and it is to the advantage of the 
community to utilize the services of such people 
provided these services are really profitable. There 
are a number of women’s organizations having as 
the whole or a part of their purpose the donation 
of time for volunteer community service. It is 
true that their ideas of service are sometimes 
rather vague and that social considerations may 
quite overshadow humanitarian interest. Work- 
ing in a hospital generally has a strong appeal. 
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High ideals of service and ability to devote time 
to their expression do not alone qualify to serve 
in a complex organization such as a hospital, how- 
ever. Indeed, unorganized, undirected volunteer 
work is a distinct liability to a hospital. In such 
case the hospital is, as Sam Johnson would have 
said, merely encumbered with help. 

Unless well directed, volunteer aide service does 
a hospital more harm than good. It is a good 
illustration of the old adage that “a little knowl- 
edge is a dangerous thing.” The Good Samaritan 
impulse is all right for the surgeon who knows 
when his wine and oil is properly sterilized, but 
the would-be Good Samaritan who pours in con- 
taminated wine and oil is more apt to victimize 
than to vitalize. In other words, it is a good 
thing for one to know his wines and oils before he 
tries any Good Samaritan act or, lacking such 
knowledge, forthwith to call the family physician 
or at least the visiting nurse. 

I do not want to give the impression that vol- 
unteer service in a hospital is undesirable. On 
the contrary, I believe it can be extremely valu- 
able if properly organized and utilized. After an 
experience of many years with a volunteer aide 
service, I can testify as to both its usefulness and 
its efficiency. 

The success of volunteer service in a hospital 
depends chiefly on three factors—sponsorship, or- 
ganization, and direction. 


Sponsorship 


Responsibility for the activity of volunteer serv- 
ice should be undertaken only by a group or or- 
ganization closely allied to or affiliated with the 
hospital. Volunteer aide service can appropri- 
ately be sponsored by a women’s auxiliary under 
whatever name it may be designated. But even 
in such event, it must be closely integrated with 
the hospital organization. 


Organization 


Once it has been established, the volunteer aide 
service should be divided into appropriate units 
depending upon the work it is expected to accom- 
plish. Necessarily the work will be different in 
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different hospitals. In the hospital I represent, 
for instance, there are three main divisions of 
service, namely, House, Out-Patient, and Library, 
which are subdivided into different services. 


House Division Service 
Hostess 
Messenger 
Aide service for special departments, such 
as x-ray, physiothrapy, maternity, pedia- 
tric, etc. 
Making supplies 
Out-Patient Division Service 


Clinic aides 
Registration aides 


Library Division Service 
Book distribution to patients 
Book room attendants 
Children’s wards 
Book mending and covering 


The recruiting of personnel and assignment to 
service requires most careful consideration. The 
selection should be on the basis of the candidate’s 
desire to render useful service. It should be a 
matter of individual merit and adaptability. The 
underlying principles of personnel employment ap- 
ply in the selection of volunteers almost as much 
as to the selection for pay positions. Social con- 
siderations are definitely out of place. The daugh- 
ter of a mechanic may be a more valuable acquisi- 
tion than the wife of a prominent banker, and a 
young woman who makes application on her own 
volition may turn out to be a better worker than 
one who is sent in by the Junior League. 


A good deal of thought should be given, in the 
assignment of personnel, to individual abilities and 
desires. Every volunteer worker in a hospital 
should early acquire a thorough understanding of 
her duties and her relationship to her volunteer 
associates and to the employed personnel of the 
hospital. She should be impressed with the neces- 
sity of observing what might be called the ethics 
of her position, which in effect are the ethics of 
medicine and of the hospital itself. 


Direction 


Probably the most important responsibility of 
a hospital Governing Board is the selection of its 
executive officer, and certainly the most absolutely 
essential consideration in organizing a volunteer 
aide service is the selection of a competent direc- 
tor. The director may be a volunteer or she may 
be a paid officer of the hospital. A volunteer is 
probably preferable but such a person is rare be- 
cause she must not only have the right combina- 
tion of qualities but she must be able to devote 
most of her time to the job and to continue, for 
a long period, a sustained interest. If such a per- 
son is not obtainable and a paid worker with simi- 
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lar abilities cannot be secured, my advice would 
be to postpone any attempt to form a volunteer 


- aide organization until the services of a thor- 


oughly qualified executive can be obtained. 


The director of the volunteer aide service 
should occupy a liaison relationship with the spon- 
soring body and the hospital executive. She 
should be responsible to the latter for the work of 
the volunteer aides. It is advisable for each divi- 
sion of the aide service to have a more or less per- 
manent chairman, each responsible for her divi- 
sion to the director. The chairman of divisions and 
perhaps the heads of subdivisions, together with 
the director, may well form an aide council. This 
aide council corresponds in a way with the hospi- 
tal department head conferences. Its chief func- 
tion is to coordinate the various divisions; to dis- 
cuss and settle problems of function and of per- 
sonnel; to assist in making schedules; to aid in 
recruiting, and to help in proper selection and as- 
signment to duty. Under the director, the heads 
of divisions should give adequate supervision to 
the work of the individual aides, keeping a record 
of their performance and maintaining discipline. 


Perhaps the least agreeable duty of the director 
of volunteer aides, and still one of the most neces- 
sary, is that of dismissing aides from the service. 
The applicant for aide service should understand 
clearly at the outset that she has a definite obli- 
gation to fulfill, and that failure to perform her 
duties satisfactorily will be followed by prompt 
dismissal. A volunteer aide assignment must not 
be regarded as just a pastime. If it is to be effec- 
tive it must be taken seriously—just as seriously, 
in fact, as a salaried position. 


An aide service, well organized and directed, 
with personnel carefully selected and assigned and 
the volunteer workers held to high standards, is 
a definite asset to any hospital. It means not only 
substantial saving of money but it also enables 
the hospital to increase its efficiency and in many 
cases to render service which otherwise it would 
have to forego. It gives the hospital an atmos- 
phere of friendly relationship with the public and 
emphasizes its philanthropic character. 


If volunteer service is good for the hospital, it 
is equally beneficial to the volunteer worker. It 
provides an outlet of useful endeavor for individ- 
uals who need some means of expression for latent 
ability and ambition, and offers an opportunity 
for sustained effort which does not become a bore. 
Individual workers frequently continue in the ser- 
vice for many years and the enthusiasm associ- 
ated with novelty is replaced by a sense of satis- 
faction in real accomplishment. It usually means 
for the hospital a loyal group who may be helpful 
in extending its community appeal. 
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Safeguarding Eleemosynary Trust Funds 


WILLIAM H. WALSH, M.D., F.A.C.P. 


through all the avenues of publicity to the 

decreasing sums given to charitable institu- 
tions during periods when both income and ex- 
penditures for luxuries have been notably increas- 
ing. It appears that in spite of an increase of 
more than 61 per cent in our national income for 
1936 over that of 1932, and with a cumulative in- 
crease of over 48 thousand million dollars since 
1932, the American public has actually decreased 
its gifts since 1932 for the support of general 
benevolences 29 per cent, and community chests 
24 per cent, both of which classifications embrace 
hospitals. Incidentally, it may be stated that 
from the most reliable statistical sources, the in- 
formation indicates that increased expenditures 
during the same period were 48 per cent for cigar- 
ettes, 220 per cent for whisky, 31 per cent for 
beer, 203 per cent for automobiles and 302 per 
cent for radios, while the earnings of 105 indus- 
trial corporations increased 3,975 per cent. 


Te attention of the public is being directed 


Factors Influencing Decrease of Voluntary 
Contributions 


Various explanations have been offered to ac- 
count for this notable decrease in the flow of 
voluntary contributions, among which may be 
mentioned (a) moral breakdown of the people; 
(b) paternalistic trends of government; (c) in- 
creasing general and estate taxes; and finally, (d) 
a growing suspicion of laxity in the handling of 
trust funds. It is upon the latter phase that the 
comments in this discourse will be chiefly directed. 


The theory that gifts to institutions have de- 
creased because of a moral breakdown may per- 
haps apply to churches, but it certainly has little, 
if any, application to hospitals. 


The increasing responsibilities being assumed 
by the government may have some influence upon 
those who contribute to hospitals, but in view of 
the fact that the government rarely assumes a re- 
sponsibility which is adequately met by private 
agencies, there is reason to believe that govern- 
mental intrusion is the effect of the failure of pri- 
vate initiative, rather than the cause of any dis- 
couragement to benefactors. The field is so vast 
that anyone who has the inclination to aid hu- 
manity can readily find a need that is not met by 
any existing agency. 
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In view of the well-known fact that there is an 
exemption of 15 per cent of net taxable income 
for charitable contributions, and that actual con- 
tributions in any one year have never exceeded 
3 per cent of such income, it is quite clear that 
many people will not contribute to charities even 
when by so doing they may be credited with the 
exemption, and so there is no point in assuming 
that increased taxation accounts for the decreas- 
ing gifts, particularly with respect to those en- 
joying large incomes. 


More Efficient Handling of Trust Funds Needed 


In the conduct of hospital surveys it has been 
the practice of the writer to secure all the infor- 
mation obtainable concerning endowment funds, 
paying particular attention to the practice of the 
trustees in handling such funds, the type of in- 
vestments selected, the publicity given to their 
transactions and the means of utilizing both prin- 
cipal and income. As a result of our observa- 
tions of these matters, together with the opinions 
expressed to us by accountants, voluntary contrib- 
utors, and a few philanthropists, it is our conclu- 
sion that a rather widespread laxity prevails in 
the handling of hospital trust funds thereby dis- 
couraging the benevolently inclined from entrust- 
ing large gifts to institutions which do not render 
an adequate public accounting of funds entrusted 
to them. 


The trustees of a hospital are collectively the 
trustee or fiduciary of all gifts and benefactions 
made to the corporation and title thereto is vested 
in the board; the management, investment, and 
disbursement of such properties and monies are 
regulated solely by the discretion and integrity of 
the men composing the board. Of course, a donor 
who considers that his gift has not been properly 
administered may seek a remedy in a court of 
equity, if the gift is limited to or coupled with a 
specific purpose, but as will be hereafter shown 
there are few satisfactory statutes governing the 
conduct of eleemosynary trusts, and, unless the 
trustees publish intelligible annual reports, it is 
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quite impossible for anyone to know whether or 
not such funds are wisely invested or used in 
accordance with the donor’s wishes. 


We have encountered hospitals where endow- 
ment funds have been practically wiped out be- 
cause of careless handling or substitution of un- 
marketable for sound securities. Such unfortu- 
nate incidents can only occur where there is a 
failure of the board to set up a finance committee 
that functions and when complete responsibility 
is placed upon one individual who may be both 
president of the hospital and of a bank. It must 
be clear that such practices are not likely to pro- 
mote public confidence in hospital trustees nor 
encourage voluntary contributions. 


Periodical Examination and Publication of Trust 
Fund Assets Important 


The failure of hospitals to publish complete de- 
tails of trust fund assets or failure to publish any 
information concerning financial management are 
omissions too often encountered and we are aware 
of instances in which these delinquencies have 
caused the institutions concerned to lose prospec- 
tive gifts. It is, of course, necessary and desir- 
able for hospitals seeking voluntary contributions 
to give an accounting of their stewardship by pub- 
lishing at regular intervals statements of operat- 
ing income and expense in order that judgment 
may be passed upon the efficiency of management, 
but equally important is an accounting of endow- 
ment funds and voluntary gifts so that all may 
know that these funds are being used for the pur- 
poses intended by the donors, and that the in- 
vestment policy is sound. Incidentally, it may be 
remarked that it is an inescapable obligation of an 
eleemosynary institution administering trust 
funds and voluntary contributions to have regular 
periodical examination made of all accounts by 
independent firms of certified public accountants. 


Abuse and Misuse of Trust Funds 


Instances of the misuse of trust funds which 
are frequently encountered may be briefly men- 
tioned; first, we occasionally find a member of the 
board on the payroll of the hospital, a practice 
which is, to say the least, unethical. Again we 
find trustees accepting contracts from the hospi- 
tal, often without competition, thereby inviting 
the resentment and enmity of every other dealer 
in the community. Occasionally an attorney mem- 
ber of the board takes a sizable fee for services 
which, as a trustee, he is expected to give without 
charge, and more often we find a trustee acting 
as an insurance agent for his own institution. In 
such cases the superintendent of the hospital can 
exercise little if any control over the acts of a 
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trustee who is acting as a vendor or furnishing 


_ services for compensation. 


It is regrettable to have to state that some pro- 
fessional men seem to have no less compunction 
about profiting from trust funds than business 
men and it is not rare to find an architect trustee 
contracting with himself for the building of a 
hospital at a fee in excess of that usually charged. 
Likewise, a practicing physician who is simul- 
taneously a trustee is in a position to favor him- 
self in the use of hospital facilities at the ex- 
pense of other members of the staff. 


Some of the most bitter controversies encoun- 
tered in communities in various parts of the coun- 
try in connection with hospital affairs have re- 
volved around the custody of hospital trust funds 
by bankers and it is not infrequent that laudable 
efforts to consolidate institutions or to discontinue 
others serving no useful purpose have been de- 
feated by the influence of those gentlemen who 
appear to have no other concern than that of 
continuing in control of endowment funds from 
which a profit was derived. We have encountered 
instances where members of boards of eleemos- 
ynary trusts have personally held securities issued 
by hospitals at high rates of interest, using their 
power as trustees to prevent refinancing at lower 
rates of interest. The same practice applies with 
respect to real estate mortgages. 


The foregoing irregularities, some of which 
are rare, have been encountered in a suffi- 
cient number of hospitals to indicate a rather 
widespread laxity on the part of trustees, and are 
of sufficient gravity to warrant efforts on the part 
of those who are interested in the perpetuation 
of our voluntary hospitals to correct such abuses. 


A true picture of the existing situation demands 
the statement at this time that many of our great 
hospitals with large endowments are favored by 
the service of unselfish trustees whose devotion 
and diligence have increased income and extended 
community support, but this fact should not deter 
us from efforts to curb the questionable activities 
of other less scrupulous trustees who bask in the 
reflected glory of the honorable positions they dis- 
credit. 


Ineffective Laws or Legislation for Protection of 
Trust Funds 


In an endeavor to learn just what laws existed 
in various states for the protection of trust funds, 
letters were sent to the officials of about 30 states 
with the following inquiry: 


1 Are there any laws, ordinances, or statutes in 
force in your state requiring corporations or- 
ganized “not for profit” to render an account- 
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ing to anyone or any public agency for funds 
entrusted to them? 


2 Are there in existence in your state any laws, 
statutes, or ordinances in any way restricting 
the investment of funds of corporations or- 
ganized “not for profit” in a manner similar 


to statutes governing the investment of sav- 


ings bank funds? 


8 Are there any laws, statutes, or ordinances in 
effect in your state which restrict the trustees 
of non-profit institutions from profiting in any 
way through the operation of the institutions, 
either through self employment therein, or by 
commercial dealings therewith? 


The response was discouraging. Some state 
officials were not sufficiently interested even to re- 
ply. Others disclaimed any knowledge of the mat- 
ter. One regretted they had insufficient time to 
devote to answering such queries. What might 
be called a composite reply to the questions could 
be summed up thus: 


“We have no statutes governing this matter; 
it rests in the hands of a complaining donor or 
benefactor who must bring action in court of 
equity.” 


Interested attorneys, however, with whom this 
matter has often been discussed, point out the im- 
practicability of such a course. They say that in 
the absence of statutory prohibitions, questions of 
law and fact involved would be extremely compli- 
cated and however incompetent a hospital trustee 
might be as a superintendent, it might be difficult 
to prove it in court. The trustee insurance agent 
who oversells insurance could pose as an angel in 
disguise and the butcher might convince a jury 
that because of his trusteeship he was almost giv- 
ing the meat way. 


But even if there was a common law remedy it 
could only be brought into action after the harm 
has been done, and we are not interested in 
retribution or restoration, but rather in devising 
a means of protecting hospital trust funds so that 


hospitals may be generally regarded as a safe 


place for the benevolently inclined to entrust their 
gifts. Let us see, therefore, what statutory pro- 
visions have been made as a prelude to suggestions 
for legislation on the subject. We will first look 
into provisions regarding investment of monies 
since delinquencies here have led to the most 
severe losses. 


Statutory Provisions Regarding Investment of 
Monies 


In general, states which furnish lists of ap- 
proved investments follow pretty much the same 
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pattern, which if intelligently adhered to, would 
materially increase the solvency and life of trust 
funds. This list includes the following: United 
States obligations, usually including the Federal 
Farm Loan bonds and Joint Stock land bank 
bonds; obligations of the state and perhaps other 
states, county, and municipal bonds; bonds se- 
cured by first mortgages and first mortgages on 
real estate with usually a 50 per cent margin. Such 
a list would, if used with common sense, lead to 
conservation of the principal through severely 
hard times. However, as usual, there is a joker. 
Only Florida, Massachusetts, Nebraska, New 
Hampshire, North Dakota, Washington, and the 
District of Columbia require that investments 
shall be made only in the securities listed. Ala- 
bama, Arkansas, Connecticut, Delaware, Georgia, 
Illinois, New Jersey, New York, North Carolina. 
Ohio, Oregon, Pennsylvania, South Carolina, Ten- 
nessee, Virginia, West Virginia, Wisconsin, and 
Missouri all state in their statutes that trustees 
“may” invest in listed securities. That one word 
“may” has been consistently interpreted to mean 
that the list is not exclusive, but is merely enacted 
for guidance of the trustee. If the trustee can 
convince a court of equity that at the time a se- 
curity was purchased the purchase was the act of 
a prudent trustee he will not be held accountable 
though the security be now valueless. In the 
states last mentioned the conscientious fiduciaries 
will stay within the list, but the less scrupulous 
can purchase outside the list and let the chips fall 
where they may. 


In Michigan unincorporated trustees are al- 
lowed to invest in “common or preferred stocks 
(but not mortgage participation certificates) such 
as a prudent man who is a trustee of other funds 
would invest in.” Incorporated trusts “may” in- 
vest in first mortgages of real estate, governmental, 
and municipal bonds, and investments legal for 
savings banks. If the fund qualifies as a “Founda- 
tion” investments allowed to unincorporated trus- 
tees are allowed. 


The other states either have no approved list 
or have no restriction in the statutes. One in 
particular, Rhode Island, has a statute that is 
somewhat of a classic in its own field: “G. L. 
1923, sec. 4407: Every trust instrument here- 
after made, wherein no provision is made to the 
contrary, shall be deemed to give to the trustee 
or trustees thereunder for the time being full 
power in their, his, or her discretion, or, if a cor- 
poration, in the discretion of its officer or com- 
mittee duly authorized, from time to time to in- 
vest, reinvest or change the investment of all per- 
sonal property held thereunder for the time be- 
ing.” Small wonder it is that in the past few 
years we have encountered a number of prospec- 
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tive givers who declined to make bequests to 
otherwise worthy hospitals because of the inher- 
ent danger of loss. 


Statutory Provisions Regarding Public Accounting 
for Expenditure of Corporate Funds 


With respect to public accounting for the ex- 
penditure of the corporate funds by the trustees, 
even less statutory safeguards seem to exist. The 
range in form of report is as the distance from 
California to Maine; the range in the nature of 
the check is as from Iowa, which requires none 
from domestic non-profit corporations but re- 
quires foreign non-profit corporations doing busi- 
ness in Iowa to account thoroughly—to New York, 
which has a very complete method. Let us have 
a quick view of some of the requirements. Iowa 
has been mentioned. 


CALIFORNIA: California Civil Code, Sec. 
605c: “A non-profit corporation which holds 
property subject to any public or charitable trust 
shall be subject at all times to examination on be- 
half of the state to ascertain the condition of its 
affairs and to what extent, if at all, it may fail to 
comply with trusts which it has assumed, or may 
depart from the general purposes for which it 
was formed. Such right of examination shall per- 
tain ex-officio to the Attorney General.” (Note: 
This extends the common law right of the Attor- 
ney General to inspect books and ask accountings 
at the request of an injured beneficiary.) Sec. 
606 (8): Same as above section and “except as 
specifically approved by the Attorney General 
there shall be no accumulation of income by such 
corporation for a period longer than five years. 


DISTRICT OF COLUMBIA: Here the United 
States Supreme Court has perhaps the quintes- 
sence of supervision of fiduciaries. Supreme 
Court rules require an annual account be made to 
the Supreme Court of all but trustees responsible 
to the Probate Court. Equity Rule 69 provides 
for a “Verified account to be filed annually with 
the clerk within thirty days of May 1, setting 
forth the nature of all assets, places of deposit of 
trust monies and in what name, nature and par- 
ticulars of all securities, whether received by trus- 
tees or bought by trustees, names of sureties and 
amount of bond; the clerk is to transmit the re- 
port to the auditor for examination, the auditor 
to examine securities reported by the trustee and 
his accounts, and to report on his inspection; the 
fiduciary to call to the attention of the court any 
increase in value of the res since bond was given; 
the clerk to report to the court the trustees sub- 
ject to the rule annually, and those who fail to 
comply with the rule.” 
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FLORIDA: Fiduciaries are compelled to re- 


- port to the Chancery Court annually. But Florida 


Compiled General Laws 1927, Sec. 5558-5559, pro- 
vides in the case of trusts for orphans or minors 
that the County Court shall have supervision of 
accounts and shall have authority to compel ac- 
counting by trustees. 


GEORGIA: There is no requirement of ac- 
counting for charities generally, but the Welfare 
Reorganization law of 1937 requires all children’s 
institutions to be licensed by the Department of 
Public Welfare, and one requirement for a license 
is that the financial reports of such institutions 
be audited by a certified public accountant an- 
nually. 


INDIANA: Chap. 157, Part II, Art. I, Sec. 13: 
“No member (of any non-profit corporation) shall 
have or receive any earnings from such corpora- 
tion, except that a member may be an officer, di- 
rector or employee of such corporation, in which 
event such member may receive fair and reason- 
able compensation for his services as such...” 
Part IV, Sec. 29: An annual report shall be filed 
with the Secretary of State in the month of Jan- 
uary containing the following information: Name 
and address of corporation, date of incorporation, 
names and residences of officers and directors and 
number of members, purposes, indebtedness, list 
of property and market value, nature of activities, 
distribution of funds to members, amount of loans 
advanced, overdrafts, withdrawals, and repay- 
ments of same made by or to any officer, director, 
or members, detailed statement of revenue, and a 
general statement of disbursements. Penalty for 
failure to file the report is possible loss of the 
right to act as a corporation. 


KENTUCKY: Kentucky Statute 1930, Sec. 
1065 (Sections 1062-7): The County Judge, once 
in two years shall require all fiduciaries to settle 
accounts. Sec. 1066: A report in writing shall 
be made by (sic) the judge showing each item of 
debit and credit and returned with the vouchers 
to the County Court. Sec. 1064: The County 
Judge shall allow no credit to a fiduciary for dis- 
bursements, fees, or services without legal evi- 
dence to justify the same. 


MASSACHUSETTS: (Opinion of the Justice 
to the Senate, 237 Massachusetts 613: The court 
was of the opinion the legislature has the power 
to control the administration of charities by the 
supervision of the state and the subdivisions 
thereof and to enact general laws regarding ad- 
ministration of charities.) 


Chap. 180, Sec. 12, Charitable Corporations: 
A charitable corporation incorporated in Massa- 
chusetts shall annually on or before November 1, 
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make, to the Department of Public Welfare, a 
written report for its last financial year showing 
its property, receipts and expenditures, the whole 
number and average number of beneficiaries, and 
such other information as the Department of Pub- 
lic Welfare requires. If any such corporation 
shall fail for two years to file such a report, the 
Supreme Judicial Court may issue a decree dis- 
solving the said corporation. 


Chapter 68, Sec.13: All trustees, incorporated 
or not, who hold funds bequeathed or given to a 
town for a charitable, educational, or eleemos- 
ynary purpose, shall make an annual exhibit of 
condition thereof to the aldermen of the city or 
the selectmen of the town to which the funds are 


given; and the records of all transactions by the 


trustees shall be open to inspection by the said 
board. 


Chap. 68, Sec. 15: Every trustee, incorporated 
or not except charitable corporations subject to 
Chap. 180, Sec. 12....who holds assets in a chari- 
table trust, shall annually on or before November 
1, make a report the same as Chap. 180, Sec. 12. 


MICHIGAN: Sec. 148, Michigan Corporation 
Act provides. . . . Trustees of a trustee corpora- 
tion shall not “derive any personal benefit from 
the principal or income” of the trust property 
“excepting in the way of just compensation for 
their labor and skill in executing such trust or by 
way of reimbursement for necessary and actual 
expenses incurred in the management of such 
property or in the performance of their duties as 
such trustees, or except upon authority expressed 
in the “trust deed.” 


NEW YORK: Institutions and organizations en- 
gaged in “the care of destitute, delinquent, aban- 
doned, neglected or dependent children; in the op- 
eration of any hospital, infirmary, dispensary, 
home for invalid, aged or indigent persons or lying- 
in asylums where women may be received, cared 
for or treated during pregnancy or during or after 
delivery, and in the placing-out or boarding-out 
of children”—are required to make an annual re- 
port to the department of Social Welfare of the 
State of New York where it is checked, and if sus- 
picious, investigated. (1,500 agencies reporting 
make it impossible to audit each.) This report is 
a complete physical report, and census of pa- 
tients; complete financial report, including com- 
plete tabulations of all income and expenses, a 
balance sheet, apportionment of current expense, 
computation of unit costs and free service. The 
report is glaring in not including some tabula- 
tion of investments of capital funds. 


Sec. 47, Membership Corporation Law: “Pro- 
hibitions on officers: No director or other officer 
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of a membership corporation, shall receive di- 
rectly or indirectly, any salary, compensation, or 
emolument from such corporations, either as such 
officer or director, or in any other capacity, un- 
less authorized by the by-laws of the corporation, 
or by the concurring vote of two-thirds of all the 
directors. No director or other officer of a mem- 
bership corporation shall be interested, directly 
or indirectly, in any contract relating to the oper- 
ations conducted by the corporation, nor in any 
contract for furnishing supplies thereto, unless 
authorized by the by-laws of the corporation, or 
by the concurring vote of two-thirds of the di- 
rectors.” 


Institutions and charitable organizations re- 
ceiving funds from the City of New York are re- 
quired also to make annual reports to the city 
government which possesses powers of investiga- 
tion. 


NORTH CAROLINA: Code 1931, Sec. 4033- 
4035: Charitable trustees are required to file an 
annual account with the clerk of the Superior 
Court on the first Monday of February yearly. 


NORTH DAKOTA: Article 1, Chapter 23, 
Civil Code, Compiled Laws, 1913, Sec. 5006: (Re- 
ligious, Educational and Benevolent Corpora- 
tions). “Trustees or Directors of all such cor- 
porations must annually make a full report of all 
their property, real and personal, including prop- 
erty held in trust by them, and ef the condition 
thereof and of all their affairs to the members 
of the corporation for which they are acting.” 


OHIO: In the case of an outright gift to a 
corporation not-for-profit there are no limitations 
on the use of the gift other than the limits of the 
corporate charter. However, if a gift is made to 
a corporation not-for-profit “in trust” for some 
purpose, then the managers of the corporation 
are subject to the same limitation as testamentary 
trustees, i. e., they may not buy from nor sell to 
themselves, investments must be made as directed 
or as per the statutory list, the trustee is pro- 
hibited from personally using the funds in trust, 
a copy of an annual report must be filed with the 
probate court and the prosecuting attorney of the 
county in which such fund is located is entitled 
to examine the accounts and records and enforce 
proper administration. 


OKLAHOMA: Oklahoma Statute, Annotated 
Title 18, Sec. 544. Trustees of Religious, Educa- 
tional or Benevolent Corporations must make an- 
nual reports of all property and all their affairs 
to the members of the corporation for which they 
are acting. 


OREGON: Oregon Code 1930, Sec. 32-801 and 
32-802: An annual report to the County Court 


53 











shall be made by charitable trustees in such form 
and to such extent as the court requires. 


PENNSYLVANIA: Many and full provisions 
regarding testamentary trustees who are required 
to account to the Orphan’s Court; non-testamen- 
tary trustees may account in the Orphan’s Court 
or a Court of Common Pleas. There is no specific 
provision relating to accounting by charitable 
trustees. 


TEXAS: Texas Vernon’s Annotated Civil 
Statute, Article 693, Sec. 8-10: Accounting is re- 
quired from eleemosynary state institutions or 
charitable trustees. 


UTAH: Title 18, Corporation Laws, Chap. 6, 
Sec. 2, requires trustees of a new charitable cor- 
poration to qualify by filing bonds with the Sec- 
retary of the corporation in such amount as may 
be required by the corporate charter. Title 18, 
Chap. 6, Sec. 10, requires the trustees to annually 
report to the members regarding their transac- 
tions, the condition of the corporation and of all 
property, real and personal, held by them in trust 
for the corporation. . 


VERMONT: In Vermont every trustee or 
board of trustees administering funds for a 
charitable purpose is required to make an an- 
nual report to the Probate Court showing 
property held and administered, receipts and 
expenditures, number of beneficiaries. A copy 
of the report shall be forwarded to the De- 
partment of Public Welfare. Chap. 239, Sec. 
5810 allows trustees a reasonable compensa- 
tion to be fixed by stockholders or members. Di- 
rectors, trustees or officers who appropriate funds 
to their own use shall be guilty of embezzlement 
and subject to fine or imprisonment. Chap. 239, 
Sec. 5827: A contract may be made between the 
charity and a trustee if approved by a quorum of 
the board of trustees. But if challenged, the bur- 
den of proving good faith is on the trustee. 


WEST VIRGINIA: West Virginia Code 1931, 
44-3-1 et. seq. 44-4-1 et. seq.: Fiduciaries are re- 
quired to account annually to commissioners of 
the County Court. It is not clear whether this 
statute applies to all fiduciaries, or only to execu- 
tors and administrators. 


WISCONSIN: Sec. 317.06: Charitable trus- 
tee8 are required to account to the court having 
jurisdiction of the charity, annually, prior to 
March 1. The account is to be examined by the 
court and if not found to be satisfactory, the court 
examines the trustees after formal notice to all 
concerned in the trust. 


An examination of these statutes discloses the 
fact that with few exceptions the trust funds of 
eleemosynary corporations are subject to very 
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little effective governmental supervision and that 
even in those states where regulatory statutes are 
in force there are so many loopholes that practi- 
cally no real protection is afforded. 


To meet this situation therefore, we have pre- 
pared a proposed statute which, while not perfect, 
would if enacted, require trustees to observe a 
few of the elementary obligations incumbent upon 
those who are entrusted with the control of funds 
intended for the public welfare. 


Proposed Statute 


l-a) Trustees or directors of charitable insti- 
tutions which accept voluntary contributions, 
gifts or endowments shall not receive compensa- 
tion for services rendered to the said institutions 
during their terms of office as such trustee or di- 
rector, or for a period of five years after said 
term shall terminate, except that trustees may be 
reimbursed for reasonable expenses incurred by 
them by reason of travel from their residence to 
the institution for the purpose of attending a reg- 
ularly called meeting of the Board of Trustees 
or Directors, or any other travel authorized by 
the Board. 


b) Trustees or directors may not, nor may 
companies, corporations or enterprises in which 
they are directly or indirectly interested, contract 
with the institution of which they are director or 
trustee unless (1) competitive bids are asked for 
and received from companies, corporations or en- 
terprises engaged in the same business in the same 
locality in which the trustee or director is directly 
or indirectly engaged, and (2) if the said inter- 
ested trustee or director be the low bidder, such 
contract as may be entered into with him by the 
said institution must be approved by a full 
quorum of the Board of Directors or Trustees, 
with the interested trustee or director not being 
counted in computing said quorum. The burden 
of proving the good faith of such contract will at 
all times be on the said interested director or 
trustee. 


2 The books and records of the institution shall 
be completely audited annually by a Certified Pub- 
lic Accountant, and copies of his certified audit 
shall be made available to all persons or corpora- 
tions financially interested in the institution, and 
to all contributors to the corporation. 


3 There shall be filed annually on or before 
, with the Director of the 





(A specified date) 
State Department of Banking, a copy of the cer- 
tified audit of the aforementioned Certified Pub- 
lic Accountant, together with a report in such 
form and containing such information as shall 
be required by the State Director of Banking, but 
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containing at least: (a) A complete, detailed 
statement of operating income and expense dis- 
tributed in such a manner as to clearly indicate 
the exact source of income and the cost of oper- 
ation; (b) the names and residences of officers 
and directors and number of members, the pur- 
poses of the corporation, indebtedness, list of sur- 
plus or reserve funds, property, securities, notes, 
mortgages with current market values; amount 
of loans, advances, overdrafts, withdrawals and 
payments of same, made to or by any officer or 
director who has in any way profited through the 
operation of the corporation as a contractor, by 
the use of its facilities, as a bond or mortgage 
holder, as a vendor of supplies or material or 
in any other manner, with a full explanation in 
each case. 


4 The trustees or directors shall be empowered 
to invest or re-invest personal property owned by 
the institution only in investments legal for sav- 
ings banks, or such others as may be approved 
by the State Banking Department; in the event 
that personal property shall be acquired by be- 
quest or otherwise that does not come within the 
above categories, a report therecf shall be made 
to the State Director of Banking who shall be em- 
powered to determine whether it may be retained 
or a more prudent investment substituted there- 
fore. 


5 It shall be unlawful for any officer or direc- 
tor of an eleemosynary corporation to personally 
profit through the operation of the corporation 
either as an employee, contractor, vendor, secur- 
ity holder, as officer or employee of a bank act- 
ing as agent or custodian of trust funds, or by the 
use of the facilities of the corporation, excepting 
solely as provided in Chapter I, Section b, of this 
act referring to competitive bids. 


6 Failure to comply with any of the provisions 
of this act or the infraction of any of the provi- 
sions hereof shall constitute grounds for the revo- 
cation of the Charter of the offending corporation 
after proof of the infraction shall have been pre- 
sented to the State Director of Banking and the 
corporation has been granted public hearing. 


Summary 


1 The undisputed fact that voluntary gifts and. 
benefactions to hospitals are decreasing at a time 
when national income and expenditures for 
luxuries are increasing suggests a careful scrutiny 
of voluntary institutions with the object of deter- 
mining to what degree they are themselves re- 
sponsible for this rapidly waning voluntary sup- 
port. 


2 Institutions incorporated not-for-profit, ex- 
empt from taxation and recipients of voluntary 
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contributions and legacies, are quasi-public insti- 
tutions in which the public has a vested interest, 
and there would seem to be an obligation on the 
part of the state to provide methods and means 
whereby there shall be an accounting of the stew- 
ardship of those who are entrusted with the con- 
trol of charitable funds. 


3 It would seem to be the inescapable obliga- 
tion of every tax exempt institution, supported in 
any degree by voluntary subscriptions or legacies, 
to submit their accounts annually for audit to a 
certified public accountant and thereafter to give 
the widest possible publicity to the findings. That 
many such institutions fail to meet this obligation 
is a matter of common knowledge. 


4 The practice, too often encountered, of trus- 
tees of voluntary hospitals profiting in one way 
or another through the operation of the trust, 
either by self employment, contracts, charging for 
special services rendered or by the use of the cor- 
porations’ facilities, is reprehensible, to say the 
least, and where such practices are in vogue there 
is likely to result dissension in the organization, 
inefficiency, increased costs and an unfavorable 
public reaction. In our opinion the positions of 
trustee and employee are incompatible. The duty 
of one is to assure the efficient administration of 
the assets placed in his care; that of the other is 
to perform work or services for a remuneration. 
The position of a financially disinterested fidu- 
ciary cannot be combined with that of one who is 
performing services for compensation, without 
adversely affecting both. 


5 The wise investment of trust funds is of 
course the primary duty of trustees, but, because 
of either laxity or design, securities of question- 
able value have been substituted for sound mar- 
ketable investments; trustees have personally 
held hospital bonds at high interest rates which 
could have been refinanced at lower rates; and 
mortgages on hospital property have been held by 
trustees at higher interest rates than could other- 
wise be obtained. These and numerous other 
schemes for diverting trust funds from their 
proper purpose can only be regarded as sharp 
practice and such acts disqualify those concerned 
for positions of honor and trust. We are com- 
mitted to the belief that the trust funds of 
eleemosynary institutions should be under the su- 
pervision of the same state officials as supervise 
banks and that nothing short of statutory man- 
dates will successfully accomplish that end. 


6 The statutes already existing in a large num- 
ber of states disclose the regrettable fact that 
very little effective protection to the trust 
funds of eleemosynary insitutions is afforded and 
we have therefore suggested a statute whose pro- 
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visions require such institutions to submit their 
operating and corporate accounts and investments 
to the State Department of Banking, and prohibit- 
ing trustees from personally profiting from the 
operation of the corporation on pain of forfeit- 
ing the charter of the institution. 


7 Charitable institutions have for many years 
deservedly held a place high in public esteem, they 
have made incalculable contributions to the pub- 


lic welfare, and the unselfish men and women who 
have fostered these institutions deserve well- 
merited public respect and commendation. Con- 
ditions have arisen, however, in recent years 
which have seemed to encourage less scrupulous 
individuals to seek profit from funds intended for 
benevolence, and it is to curb these undesirable 
activities and to preserve the honorable status of 
the eleemosynary trustee that this matter is 
brought to the attention of the hospital field. 
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The Agricultural Department Will Distribute Surplus Commodities to Hospitals 


FEDERAL SURPLUS COMMODITIES CORPORATION 


WASHINGTON 
November 28, 1938 
Dr. Bert W. Caldwell, 
Executive Secretary, 
American Hospital Association, 
Chicago, Illinois. 


Dear Dr. Caldwell: 

Conforming with your (The Joint Advisory Committee) recent conversation with Mr. Latham 
White of this office, attached are copies of proposed releases to State Welfare Agencies regarding the 
furnishing of surplus commodities to institutions, including hospitals of the type that you represent. 

General Letter No. 18 will provide State Welfare Agencies the authority to release Butter, Fresh 
Oranges and Fresh Grapefruit to institutions. 

The Uniform Application for Surplus Commodities to Eleemosynary Institutions, will provide the 
means for the State Agency to consider the institution’s request for surplus commodities. 

The existing Distribution Letter No. 7, and the existing affidavit to be signed by the institution 
when actual delivery is made, provide the administrative means for releasing, and reporting the releasing 
of commodities to institutions, to this office. 

Under separate cover four copies of lists of the respective State Directors of Commodity Distribu- 
tion are being forwarded to you. It is suggested that the interested hospitals in your Association be 
furnished the name and address of the State Director of Commodity Distribution for their State in 
order that they may correspond with such Directors regarding the specific official in the state from whom 
copies of the application may be obtained and to whom the completed application should be furnished. 

For your information, most states are currently distributing butter, however, it is entirely probable 
that butter is not now available in all points where your hospitals are located. For this reason, it may 
necessitate some correspondence between the hospitals and the State Directors of Commodity Distribu- 
tion, and perhaps a little time to arrange for the actual delivery of the butter to the hospitals. 

It is anticipated that Fresh Oranges and Fresh Grapefruit shipments to states will start in 
the near future, and it is hoped that all states will have a supply by the 15th or 20th of December. 

To expedite the release of the necessary authority to the states, it is requested that you advise this 
office by telegraph or telephone if these procedures appear to be satisfactory. The telephone number 
is Republic 4142, Extension 4967. 

It is hoped that our proposed action will prove of benefit to the underprivileged in the care of the 
various institutions and this office wishes to thank you and your associates (The Joint Advisory Com- 
mittee) for your interest in this matter. 

Yours very truly, 
(Signed) H. C. ALBIN 
Acting Distribution Officer. 


The members of the Joint Advisory Committee of the three hospital associations are as follows: 

For the American Hospital Association: Fred G. Carter, M.D., President-Elect; Claude W. Munger, M.D. 

For the Catholic Hospital Association: Rev. Alphonse M. Schwitalla, 8.J., President; Rt. Rev. Msgr. M. F. Griffin. 
For the American Protestant Hospital Association: Bryce L. Twitty, President; Edgar Blake, Jr. 
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Advantages of Vertical Over Horizontal in 
Hospital Construction 





JAMES GOVAN, M.R.A.I.C. 


advantages over horizontal construction 
can be applied to any hospital until all the 
controlling factors have been studied. 


N: GENERAL statement that vertical has 


I Some of the More Obvious Points 
To Be Considered 
Money available per cubic foot of building 
Money available per patient bed 
Cost of land 
Land available 


a fF wWN 


Accessibility to other departments from— 
a Main administration department 
b Food service department 
ce Central supply departments 
d Centralized x-ray department 
e Centralized laboratory 
f Centralized heating service 
g Centralized laundry service 


6 Control of admitting departments and exte- 
rior doors 


7 Division of floor areas into economical nurs- 
ing units for both day and night service 


8 Characteristics of climate, for sunlight ac- 
cording to the latitude of the site 


9 Effect of increased heights on exposure to— 
a Undesirable winds 
b Desirable winds 
and possible increase in capital cost for bet- 
ter window and wall construction and heat- 
ing 


10 Capital and maintenance cost of elevator 
service in relation to total patient per cap- 
ita cost 


11 Characteristics of nearby buildings or other 
features which might affect view, sunlight, 
noise, smoke 


II Other Factors, Not So Obvious 


1 Shielding effect of adjacent buildings against 
noise nuisance 


2 Movement of high buildings due to sun heat 
which cause cracking in plaster, paint, ter- 
razzo, marble and other finishes frequently 
attributed to poor construction 
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Noises carried vertically in elevator, dumb 
waiter, ventilator, staircase and other shafts 


Volume of building allocated to elevator 
shafts, halls, and staircase shafts in rela- 
tion to total volume of the building 


Relationship between areas of exterior wall 
and of roofs and the comparative cost of 
exterior covering 


Capital and maintenance costs of lighting 
and ventilating interior spaces. 


Study of local building by-laws to determine 
whether light-weight materials can be used 
to decrease total load in high construction 
and diminish transmitted noises 


Study of atmospheric conditions as to dust, 
bacteria, flies, and other insects 


Chimney effect of stair and elevator shafts 
on heating, odor, and draft control 


Effect on water pressure and consequent 
difference in capital and operating charges 
Cost and convenience of window cleaning 
at low and higher levels 


Cost of chimney construction for practical 
and aesthetic requirement 


The above list of points to be studied will not 
be complete for each individual hospital. 


A hospital development program with a fixed 
idea that either vertical or horizontal construc- 
tion would provide the best solution. 


In 


the first place, are we dealing with large 


hospitals or with small, with urban or with rural, 
with an existing hospital or with an entirely new 
project? 


1 


2 





III Enlarging on Some of the Points 
Previously Enumerated 


As a general rule low buildings cost less per 
cubic foot than high ones. 


Cost per bed is higher in buildings of the 
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skeleton construction type than in others of 


less height in which portions of the roof and - 


floor loads are distributed continuously and 
approximately evenly over exterior walls. 


The writer was responsible for the sugges- 
tion to move a new institution from a pro- 
posed site on the outskirts of a city, where 
land values were very high, to a suburban 
site. The difference between the land value 
was sufficient to defray the entire cost of 
the erection of the institution. The moral 
of that is, are we always justified in erect- 
ing skyscraper hospitals on expensive sites? 


Frequently, existing hospitals would be im- 
proved by extension upwards but all local 
conditions require careful analysis before a 
decision is made. 


5 The advantages of centralized departments 


within easy reach of all parts of a hospital 
are obvious; with food service, it should be 
noted that there is a practical limit to the 
height to which food can be delivered via a 
subveyor and served in appetizing condition 
to patients. In hospitals that go above that 
level, the use of bulk food trucks increases 
the traffic on service elevators. 


This is probably more effective with vertical 
than with horizontal development. 


A cube contains more volume per unit of 
enclosing surface than any other common 
building shape. If a hospital wing of say 
43 feet wide is considered, then it follows 
that to get the least exterior surface a build- 
ing 43’ « 43’ x 43’ might be cheaper than 
one 43’ & 86’ x 2114’, but inside floor areas 
of less than 41’ < 41’ would provide very 
uneconomical nursing units. 


In cold climates as many patients’ rooms as 
possible should be on the south side. Rooms 
so exposed command a higher rate (one hos- 
pital charges 50 cents per day more). Un- 
der these circumstances a tower-shaped 
building with a narrow southern exposure 
may not be justifiable. In the same lati- 
tudes east and west windows require awn- 
ings, whereas this item of first and mainte- 
nance cost is not necessary for south win- 
dows. This is particularly true in well in- 
sulated buildings, from which sun heat, once 
admitted through glass in the daytime, is 
not easily removed even through open win- 
dows after sun-down. The reason for this 
is that radiant heat from a high tempera- 
ture source like the sun passes into a build- 
ing, almost unobstructed, through ordinary 
glass, but does not pass out again through 
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the same glass when the walls, floor, furni- 
ture, etc., are the low temperature source. 


Some undesirable results due to cold winds 
striking a high building have already been 
noted. Further difficulty is the tendency for 
strong winds to drive rain through the walls 
of a high building. This condition has been 
observed in several places on the Atlantic 
Coast. However, rooms in high buildings 
are more comfortable during warm weather, 
when favorable breezes mitigate the effects 
of extreme high temperatures. 


A hospital of the vertical type has over 
$200.00 per bed invested in elevators and 
dumb waiters in its patients’ buildings alone. 
For all its elevators the monthly cost of 
servicing is $300.00. (This does not include 
power charges nor operators’ wages.) A 
hospital of the horizontal type, has about 
$60.00 per bed tied up in elevators and its 
per capita charge for servicing its elevator 
and hoist is not as high as is the case in 
high institutions. 


It has been found that considerable delays 
occur at the passenger and service elevators, 
notwithstanding the fact that one hospital, 
for example, has the following elevator 
service: 


Two passenger and one service elevators 
in the center and running the full height 
of the private pavilion; 

Two passenger and service elevators at 
the junction of the new pavilion with the 
main block running up eight stories; 
One freight hoist at the north end of the 
service wing; 

Two dumb waiters from the kitchen in 
basement to the first or administration 
floor ; 

One passenger and service elevator in 
a wing; 

One passenger and service elevator in 
the nurses’ residence. 


Apparently more elevators, both passen- 
ger and service, could be used to advantage 
during many periods of each day. What is 
the economic limit of such elevator pro- 
vision? 


12 An obstruction is not always a disad- 
vantage. Some of the quietest parts of our 
large cities owe their immunity from noise 
nuisance to the surrounding sound barriers 
and deflectors. 


Buildings are not built of rubber or other 
materials having much elasticity. High 
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buildings move daily under changing exte- 
rior temperatures and wind pressure. The 
latter is more easily taken care of than the 
former, because insulating the skeleton 
structural materials on their outside is dif- 
ficult. Structural repair costs will have to 
be met and these costs should be charged 
against the advantages of high construction 
and not to bad workmanship. 


14 Sliding gates, the control switch panels, vi- 
brating motors and generators of elevators 
are noisy although much can and has been 
done to absorb some of the noise and pre- 
vent its conduction into the corridors, etc. 
There are few hospital elevators which do 
not decrease the value of adjacent floor space 
from the standpoint of hospital revenue. 
Even with quiet elevator operation, there 
still remains the problem of stopping or ab- 
sorbing a lot of other noises, for which ver- 
tical shafts provide centralized means of 
transmission. 


15 Increased height in a building removes many 
of the patients away from outside noisy 
zones which are objectionable to patients at 
lower levels. This is especially the case in 
structures which are stepped back in the 
upper stories, in which the lower units of 
the hospital act as sound deflectors and so 
assist in preventing noises of severe inten- 
sity from reaching the patients higher up. 


16 If elevators are not grouped reasonably close 
together in high buildings, the waiting prob- 
lem is intensified. If they are grouped, they 
require considerable adjacent hall and cor- 
ridor space to take care of passenger and 
truck traffic. If the cost of this volume of 
building is added to the capital cost of the 
elevators themselves plus the capitalized cost 
of annual servicing, power and operators’ 
wages, examples will be found where the 
total is a very considerable part of the total 
cost per bed. This factor alone will in many 
cases determine the economic height. 


17 As roofs can be used for lantern lighting 


from above for many rooms and depart- 
ments just as satisfactorily as outside wall 
construction with windows, a comparison of 
costs will determine, in many cases, possi- 
bilities in planning that would otherwise be 
overlooked. 


18 Large central areas of towers tend to in- 
crease the amount of space, requiring prac- 
tically continuous artificial lighting and ven- 
tilation. The additional operating cost is 
also chargeable against whatever factor in 
planning necessitates the provision of such 
interior spaces. 


19 Thin floors of hard, dense concrete of high 
crushing strength decrease the loads on the 
structural supporting members. They also 
increase the possibility of conducting noise 
to other parts of the hospital. Thicker floors 
of more porous and lower crushing strength 
material will carry just as much load in 
themselves, will add no extra weight to the 
supporting members and will conduct less 
noise. All building codes are not the same 
in dealing with this matter and advantage 
should be taken of every possibility of elimi- 
nating this very common cause of complaint. 
In this respect, high construction generally 
has an advantage over horizontal develop- 
ment. 


20 The chimney effect of shafts in high build- 
ings on heating, odor, and draft control is 
not always successfully combated in tall 
buildings. 


21 A chimney outside a building costs more 
with every increasing foot of height, and 
this proportional increase is not lessened if 
the chimney is masked inside a building. 


22 The provision and operation of pressure 
pumps in high buildings add to the total 
chargeable against vertical development. 
Add safety belts, insurance, more skilled 
help and other items in the cost of clean- 
ing high windows such as delay at service 
elevators, etc., to the rising total. 





—<—— 


Soap Specifications 


Industrial Standardization announces that the 
Committee on Soaps and Detergents of the 
American Standards Association recently re- 
ported four new tentative specifications cover- 
ing white floating toilet soap, chip soap, pow- 
dered laundry soap, and ordinary laundry bar 
soap. Also reported were standard tests for par- 
ticle size of soaps and other detergents, deter- 
mination of sodium and potassium oxide in soaps, 
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chemical analysis of sulfonated oils and other 
detergents. The soap specification includes an 
equitable basis for adjustment of the difference 
in weight and in soap content between the “as 
shipped” and “as received’ basis. 


Within the next year the Committee expects to 
consider standards for built soaps and soap pow- 
ders. 
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Safeguarding Patient Against Unnecessary Surgery 
A Plan to Set Up a Regional Consultation Service 






Part Ill 


J. J. GOLUB, M.D. 


November issues of HOSPITALS respective- 

ly. They considered the problem of unneces- 
sary surgery as one vexing the medical profes- 
sion, hospitals, and the public. To meet the pro- 
blem, a plan was suggested and outlined. The 
plan calls for the creation of a Regional Consul- 
tation Service. The aims and principles of organ- 
ization were discussed. 


Proves I and II appeared in the October and 


For the purpose of applying the plan to a com- 
munity, the City of New York was selected be- 
cause its geography and needs are best known to 
the author. As a result of a study of community 
requirements, the plan of organization was de- 
vised. It was based on the area, the size of the 
population, the number of physicians to be served ; 
the number, location, and bed capacity of hos- 
pitals, and the estimated yearly number of pa- 
tients who might require surgery. The City was 
zoned into convenient regions, and to each region 
there was assigned the required number of Re- 
gional Consultation Units, and each Unit was con- 
stituted of a required number of Regional Con- 
sultation Boards. Continuing from this point, 
the part which follows completes the study. 


Central Consultation Board 


The 24 Regional Consultation Units and their 
285 Regional Consultation Boards would be gov- 
erned by a Central Consultation Board of 26 
members—12 elected representatives from the 
24 Regional Consultation Units (four from Man- 
hattan, two from the Bronx, four from Brook- 
lyn, one from Queens, and one from Richmond) ; 
12 elected by medical societies and hospitals 
whose cooperation would be arranged for, and 
the executive director and the director of labora- 
tories. (See Organization Chart in Part II.) 
Save for the executive director and the director 
of laboratories, who would be permanent mem- 
bers of the Central Consultation Board during 
their tenure of office, the others would be elected 
for a term of three years, except that in the first 
year, four from each group would be elected for 
terms of one, two, and three years respectively. 
The Central Consultation Board would have cen- 
tral headquarters. It would set up-rules and reg- 
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ulations for the entire service, would elect its 
own officers (chairman, vice-chairman, and sec- 
retary), and would meet at least once a month. 


The full-time administrative and professional 
personnel of the Central Consultation Board, in 
addition to the members of the laboratory staff 
would be: one executive director, one assistant 
director, one chief investigator, twelve field in- 
vestigators, five secretaries, two stenographer- 
clerks, and five chauffeurs. (For salaries and 
other expenditures, see Table G) 


The Executive Committee 


There would be set up an Executive Committee 
of 11 members of the Central Consultation Board 
—its three officers, the executive director, the 
director of laboratories, three representatives of 
the Regional Consultation Units and three rep- 
resentatives of the cooperating medical societies 
and hospitals. The officers, the executive director, 
and the director of laboratories would serve on 
the Executive Committee by virtue of their of- 
fice. The other six members would serve for 
terms coincident with terms of their membership 
on the Central Consultation Board. The officers 
of both the Executive Committee and the Central 
Consultation Board would be the same. The Com- 
mittee would meet more frequently than the 
larger body. Its function would be defined by the 
rules and regulations of the Central Consultation 
Board. It would report its transactions to the 
Central Consultation Board. 


Discipline—The Grievance Committee 


There would be a Grievance Committee. Per- 
haps, a better name for it would be a Committee 
on Compliance. It would consist of five members 
—the chairman, the vice-chairman, the secretary, 
the executive director, and the director of labora- 
tories of the Central Consultation Board. This 
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committee would have the task of bringing about 
compliance by physicians with the requirements 
and regulations of the consultation service. The 
Committee would receive and examine records, 
complaints, and reports on unnecessary surgery. 
It could also initiate investigations of its own. 


If upon examination, it appeared that a phy- 
sician or surgeon had been performing what may 
be regarded as unnecessary surgery, he would 
be summoned by the Grievance Committee for a 
hearing. With the approval of the Central Con- 
sultation Board, the findings of the Grievance 
Committee would be made available to: 


The State Board of Medical Examiners 
The County Medical Society 

The Academy of Medicine 

The American Medical Association 

The American Hospital Association 

The American College of Surgeons 

The Certifying Specialty Board 

The authorities of the hospital in which the 
physician or surgeon holds a staff position 
The authorities of the medical school in 
which the physician or surgeon holds an 
appointment 
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The Laboratory 


The Central Consultation Board would main- 
tain a completely-equipped and adequately- 
staffed central laboratory for pathology, bac- 
teriology, hematology, serology, and _ bio- 
chemistry. Its staff would give full-time service 
and would consist of a director, a pathologist, a 
bacteriologist, a bio-chemist, and three tech- 
nicians. Its secretarial, recording and clerical 
service would be furnished by the staff of the 
Central Consultation Board. Its function would 
be to examine and report on tissues, fluids, and 
other specimens taken from those patients who 
have had the consultation service, and sent to it 
by the Regional Consultation Boards, by sur- 
geons, by physicians, or by hospitals. It would 
keep careful records of its findings. These, in 
each case, would, together with the clinical re- 
ports, recommendations for therapy, and follow- 
up record from a Regional Consultation Board, 
form a single complete dossier. Each consulta- 
tion in which there had been, preoperatively, a 
difference of opinion, and each emergency sur- 
gical operation which may have been performed 
without consultation, would be especially covered 
by such a dossier. 


All records and reports on consultations would 
be forwarded by the Regional Consultation Units 
to the Central Consultation Board for filing. The 
record for each physician, surgeon, or hospital 
would be a cumulative one. Given a reasonable 
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time, the accumulated records and reports would 
embody significant information concerning the 
character and skill of surgeons. They would ob- 
viously contain source material for researches of 
various kinds. 


Authority to Appoint Personnel 


Authority to appoint the personnel would de- 
pend upon the auspices under which the consul- 
tation service is established. If established by 
voluntary agencies—say the county medical soci- 
eties, the Academy of Medicine, and the local 
branches of the American College of Surgeons, 
Certifying Specialty Boards and the Hospital 
Council, one or all—then a duly authorized Com- 
mittee would appoint the executive director and 
the director of laboratories. The other members 
of the staff would be selected on the basis of a 
written and oral examination and reliable testi- 
mony as to character. If the city government 
established the service, then the Mayor, after con- 
sultation with an authorized committee from the 
five county medical societies, would appoint the 
executive director and the director of laboratories. 
The other members of the staff, medical and non- 
medical, would be selected in the usual manner 
from a civil service list prepared on the basis of 
written and oral examinations and reliable testi- 
mony as to character. 


Qualifications of Consultants 


The consultants in service under the Board are 
not expected to be like judges, but like jurymen 
—decent folk with a sense of justice and a desire 
to be of service to the people. The consultants 
need by no means be chosen from among the out- 
standing members of the medical profession. No 
doubt the latter would bring to the service both 
soundness and glamor and inspire the attending 
physician, the patient, and the patient’s family 
with a greater degree of confidence. They are 
far too few to fill so many positions. They would 
be costly. In the vast majority of cases, service 
of this kind would not be needed. And most of 
all, the primary purpose of this plan is to bring 
within reach of patients the benefits of the pro- 
fessional opinion of three practitioners (two of 
whom have been carefully selected) as against 
the one whose service is all that most patients can 
afford. The consultants on the Regional Consul- 
tation Boards would be well-trained, scientifically 
alert, technically progressive medical men capable 
of growing in knowledge and reputation. They 
would be selected for their demonstrated under- 
standing of the responsibility entailed in the prac- 
tice of medicine, for their record of good char- 
acter, common sense, judgment, modesty, and 
courage in expressing professional opinions. 
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They would be able to measure up to a mini- 
mum standard of education and experience. They. 
would be chosen by competitive civil service ex- 
aminations, and if successful, be placed on the 
civil service list. Candidates, to be admitted to 
examination, would have to meet the following 
requirements: 


1 Age: 30 to 60 years 

2 Reliable testimony as to character and high 
ethical standing 

3 Satisfactory record of medical education, 
graduation from Grade A medical school; 
hospital internship, residency, post-gradu- 
ate study 

4 State license to practice medicine 

5 Satisfactory record of practice, hospital 
staff position and teaching position 

6 Membership in recognized medical societies 
and specialty societies 


Costs of the Service 


The annual expenditure of the Central Consul- 
tation Board and the 24 Regional Consultation 
Units for the five major items of: (1) salaries, 
(2) rent, (3) automobiles, (4) miscellaneous, such 
as stationery, printing, telephone, etc., and (5) 
maintenance of the Central Laboratory, is esti- 
mated at $2,012,200 a year, besides $198,000, 
which represents an initial one-time expenditure. 


The chairman, the vice-chairman, and the sec- 
retary of the Central Consultation Board would 
be expected to give part-time service, and since 
their responsibilities would be greater and more 
time-consuming than those of consultants, each 
would receive $5,000 a year. The 570 regional 
consultants would be expected to serve four hours 
a day for about 268 days of a year, and each 
would receive $2,400 a year. The executive direc- 
tor would receive $15,000 a year, the assistant 
director $7,500, the director of laboratories $12,- 
000, the pathologist $10,000, the bacteriologist 
$6,000, the bio-chemist $6,000, and the three tech- 
nicians $1,800 a year each. All would give full- 
time service. 


There would also be provided one chief investi- 
gator at $3,000 a year and under him, 12 field 
investigators at $2,400 a year for each. On the 
average, there would be one investigator for each 
two units. The duties of the investigator would 
be to supervise the administrative activities of the 
Units, to investigate complaints, and to make 
special inquiries for the Grievance Committee. 


There would be five secretaries at an annual 
salary of $1,500 a year and two stenographer- 
clerks at $1,200 a year in the Central Consulta- 
tion Board, 72 secretaries at $1,500 a year dis- 
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tributed among the 24 Units. The Central Con- 
sultation Board would have five chauffeurs, and 
the 24 Units would have 160 chauffeurs, at $1,200 
a year. The personnel group would serve on 
an eight-hour schedule to provide day and night 
service. 


To purchase 98 automobiles, to furnish the 24 
Units and the Central Consultation Board, and to 
construct and to equip the laboratory, would cost 
about $198,000. This sum would be an initial 
one-time expenditure. The annual maintenance 
charges for the laboratory, besides salaries, would 
be about $30,000 a year. 


The expenditure for office rent and laboratory 
space would be $5,000 a year for the Central 
Board; and $28,800 for the 24 Units. Most of 
the 24 Units would be located, for efficiency, in 
the largest neighborhood hospitals, and each 
would require three rooms—one office, one wait- 
ing room and one room divided into two examin- 
ing cubicles. 


Twenty-four hour transportation service for 
consultation and administrative purposes calls for 
an allocation of three automobiles to the Centra) 
Consultation Board and of 95 to the 24 Units. 
The total maintenance and replacement cost would 
be $98,000 a year. 


Miscellaneous expenditures such as stationery, 
printing, telephone, etc. for the Central Consul- 
tation Board would amount to $5,000, and for 
the Units they would amount to $52,800 a year. 


The entire maintenance cost would be $2,012,- 
200 a year (Tables G and H). If the number of 
consultations be 400,000 yearly, the cost of each 
consultation would be $5.03. 


Financing the Service 


The $2,012,200 might be raised through one of 
several ways. Money might be appropriated from 
tax funds, and the consultation service be fur- 
nished free of charge to all persons regardless of 
income. Fees might be charged, graded accord- 
ing to the type of hospital bed accommodation 
selected. For example, the patient who selects a 
private room might be charged $10; the patient 
who selects a semi-private room and the patients 
who receive care under the Workmen’s Compen- 
sation Law might be charged $5.00; patients 
eligible for ward service would receive consulta- 
tion service free of charge. The Associated Hos- 
pital Service might pay for those patients who 
are members of it, and the premium might in- 
clude coverage of this item of cost. Should the 
total expenditures be greater than the income, the 
difference might be met out of tax funds or by 
higher fees from patients. Foundations and other 
voluntary sources might make contributions. 
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Table G 


THE PERSONNEL AND ANNUAL COSTS OF MAINTENANCE OF THE CENTRAL CONSULTATION BOARD 

















1 Salaries 
0. 0n Part or Full-time Salarya 
Sta Position Service Year 
Ds CMR iia Cs kis ree ae RERE Ren w eee seeeens Part-time $ 5,000 
EPRI isp cecscvecncecaesceseckunsceas Part-time 5,000 
Do ei Ne t.co.d an se cctias caeeeeamuee een Part-time 5,000 
t eee DiGClOP © Vo oe vi ckvccce cssscwes Goan Full-time 15,000 
DE IIR. kb o.v 6 oss vies necw ares ee ewes Full-time 7,500 
i eae OE EMNOURNOTINE . 6. 6 bins cv eivcdavewovctens Full-time 12,000 
Le 5s vial sio dows + Ede ee bade esas eeces Full-time 10,000 
SL : RCRROMINEE oS te Dias ackeee eee’ a melad Full-time 6,000 
EE cs heer coe encase ksmotesewered Full-time 6,000 
3  “ReeAIGOS WE SEs oe 6 oo vic cas coin eCeddvieas Full-time 5,400 
1: CRE PRVOREIIRIOE: i cia cccc act cesecess cues Full-time 3,000 
12 Field Investigators at $2,400...........e0..e0- Full-time 28,800 
5: Beeretarian at Sr Oees ok. bcciese ck cvces Ce cee cene Full-time 7,500 
2 Stenographer-Clerks at $1,200................. Full-time 2,400 
5 Cimumever Ot SE 200:. cccecccvcccensesducees Full-time 6,000 
TOTAL 37 $124,000 
SOR ia SFOS By eee FCGE AN Oo eee Wh Chee hae Oe ees eae aaenaan $ 5,000 a yr. 
8 Automobiles: Maintenance, Repair, and Replacement of 3 Automobiles.... 3,000 a yr. 
4 Miscellaneous Expenditures: Stationery, Printing, Postage, Telephone, Etc. 5,000 a yr. 
5 Central Laboratory: Supplies, Reagents, Etc.........ccccccccccccccscees 30,000 a yr. 
OPE Fo ek ae SS CES ORS OCS AV RMD Ae nite CURR WERNER CERN TERA UES $ 43,000 
GRAND TOTAL PO: Ves ccice 6c bs cdeivcdens cucucwearaiceussas $167,600 
Initial One-Time Expenditures 
Ninety-cight New Automobiles at- $1,000 Gheli. oo. cc dc ceca cvs tedecscecdetieescastacsncecetctamess's $98,000 
Furniture and Supplies of the Central Consultation Board and the 24 Regional Units................ 15,000 
Construction and Equipment of LabOratory.......icccescecccccdccescrccdcssesscevececscedcecseanaees 85,000 
ROU AS. is Sc Mew wade Wdecees Cote be Cereb we bd a ata lit Cede n Wee eae rae ee waeeee reans Uae eae $198,000 





Service Could Be a Voluntary (Non-Profit) 
Agency 


The consultation service plan could be set up as 
a voluntary (non-profit) agency under the 
auspices of organized medicine or of hospitals, or 
of the two combined. 


The local branches of the American College of 
Surgeons, of the Specialty Boards, of the State 
Medical Society, of the New York Academy of 
Medicine, of the Hospital Council, and of the 
Greater New York Hospital Association could un- 
dertake to organize and maintain the consultation 
service on a non-profit basis. They could set up 
the proper supervisory committee, which would 
establish a code of ethics and practices. Physi- 
cians would be obliged to abide by this code. 
Whenever necessary, special legislation, either on 


the part of the state or municipality, could dele- ° 


gate to this voluntary group such powers as would 
enable it to enforce the performance of the duties 
which would devolve upon the physicians in rela- 
tion to the consultation service. (The obligation 
of the physicians are discussed in a subsequent 
paragraph.) 

Problems Involved in Voluntary Control 


Of course, the great weakness of voluntary 
auspices for a plan of this sort is the lack of legal 
power to enforce the code. Government auspices 
automatically provide this power. Voluntary 


auspices have, however, the strong advantage of 
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enabling the profession itself to correct one of its 
serious defects. It would provide a counter to the 
criticism that government is gradually taking 
over medical duties which should be the burden of 
the medical profession alone. 


A consultation service, organized as outlined in 
this plan, is by no means beyond the power of a 
voluntary agency to conduct. The difficulties need 
not be minimized; but they can be overcome. Ade- 
quate public discussion could teach the public to 
ask for consultation service of their own physi- 
cians. The primary task of a voluntary agency 
would be to make the people thoroughly aware 
that they are entitled to consultation service 
when they need and want it, and should ask for it. 


Physicians, as a rule, would cooperate. The 
few who would not willingly accept an appropriate 
code could be declared ineligible for membership 
in medical organizations and hospital staffs, and 
the declaration would be given wide publicity. 
Very few physicians, if any, would want to be 
declasse in this way and on such grounds. 


The relative merits of voluntary as against gov- 
ernmental control of the service require further 
study. The alternatives are here sketched merely 
as points of departure. 


Service Could Be a Governmental Agency 


The consultation service could be set up by 
special legislation, either independently or under 
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the Department of Hospitals. Whichever is done, 


the service would cooperate with the county med-. 


ical societies, the Academy of Medicine, the local 
branches of the American College of Surgeons, 
the Certifying Specialty Boards and the Hospital 
Council. As a governmental agency, its code 
would be obligatory. Physicians would be re- 
quired to abide by it as they are now abiding by 
the Sanitary Code. It would be the duty of physi- 
cians to report to their respective Regional Con- 
sultation Units (by telephone, telegraph, or let- 
ter) the name, age, address and provisional or 
final diagnosis of each of their patients whose ill- 
ness might call for surgery. The report would 
include the name, address and telephone number 
of the attending physician or hospital. Such a 
report would be at once followed up by arrange- 
ment for an immediate consultation, or if the 
condition warrants delay, for one to be held at a 
time convenient for all concerned. Failure to re- 
port this information and to arrange for a consul- 
tation would be made a misdemeanor punishable 
by a suitable fine or imprisonment or both. The 
private practice of a consultant would be subject 
to the obligatory code just like the practice of 
any one else. 


Problems Involved in Governmental Control 


It may be argued that to increase governmental 
powers in matters of medical service, by adding 
to them control and supervision over the perform- 
ance of surgery is unwise. Some people say that 
government has already injected itself into the 





same is true of all kinds of other businesses. Ex- 
press companies said it when the parcel post serv- 


ice was first undertaken. Now that the State of 
New York has created its own state compensation 
insurance agency, insurance interests ask how far 
government intends to go into insurance. Realty 
interests are asking where and when government 
will stop financing low income housing projects. 
The plan proposed for the control of surgery, it 
will be said, is another step in the direction of 
state medicine; it would be subject to political in- 
fluence with all that follows. It cannot be denied 
that in the very process of safeguarding the pub- 
lic there is a danger that the individual liberty 
and the freedom of medical thought and action 
may be lost. But all that this means practically is, 
that if the government makes itself responsible 
for the consultation service, it would have at the 
same time to make itself responsible for protect- 
ing the profession from the dangers to its genuine 
and indispensable liberties. 


Such a service is like fire and police protection, 
like compulsory education of children, like sani- 
tary codes and other public health measures of 
the federal, state, and municipal governments. 
Public safety has long required that physicians be 
licensed before they undertake the practice of 
medicine, and the requirement has served to pro- 
tect the qualified physician as well as the helpless 
patient. So with the consultation service. It is 
designed to correct a large and growing evil in 
the medical profession. Either the profession can 





doctor’s business to a disastrous degree. The correct it voluntarily and will, or the government, 
Table H 
THE PERSONNEL AND ANNUAL COSTS OF MAINTEN ANCE OF THE 24 REGIONAL CONSULTATION UNITS 
Manhattan The Bronx Brooklyn Queens Richmond Total 
Regional Consultation Units 8 5 8 2 1 24 
Regional Consultation Boards 121 30 94 30 10 285 
No. Salaries No. Salaries No. Salaries No. Salaries No. Salaries No. Salaries 
on or Other on or Other on or Other on or Other on or Other on or Other 
get Staff Expenses Staff Expenses Staff Expenses Staff Expenses Staff Expenses Staff Expenses 
1 Salaries 
Consultants (at $2,400 a 
2 Re eee 242 $580,800 60 $144,000 188 $451,200 60 $144,000 20 $48,000 570 $1,368,000 
Secretaries (at $1,500 a 
| EN ee 23 34,500 14 21,000 23 34,500 8 12,000 4 6,000 72 108,000 
Chauffeurs (at $1,200 a 
FRR a re 68 81,600 17 20,400 52 62,400 17 20,400 6 7,200 160 192,000 
Total Personnel ........ 33 91 263 85 30 802 
2 Rent (at $1,200 yearly 
DO AEG) ekintsueccckews-s 9,600 6,000 9,600 2,400 1,200 28,800 
3 Automobiles: Maintenance, 
Repair, and Replacement 
at $1,000 per automobile 40 40,000 10 10,000 32 32,000 10 10,000 3 3,000 95 95,000 
4 Miscellaneous Expenditures: 
Stationery, Printing, 
Postage, Telephone, etc., 
at $2,200 a unit... .6.00. 17,600 11,000 17,600 4,400 2,200 52,800 
Total Costs for all Units. $764,100 $212,400 $607,300 $193,200 $67,600 $1,844,600 
COM SOF TNE nc 56:052 56 $ 95,512.50 $ 42,480 $ 75,912.50 $ 96,600 $67,600 $ 76,858.33 
Summary of Costs a Year 
hh (Canes: Oe NE ois. oo: 9 5a ooo 0.5. v.06 os SEDONA ck Sa Ee ee ee $ 167,600 
ee DS SOR Ae INOS 66.606 bb b.'05 Choc Ee Mero order ae Een ee bedeeseue 1,844,600 
| Pe ee ere Te RE ee Ree CER eee re eR ee em Te Po ye Re ee $2,012,200 
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however reluctantly, will have to step in. Many 
people, professionals and laymen, feel that it can- 
not be done on a voluntary basis, that only the 
government could enforce the code, and in pro- 
tecting the patient, also protect the qualified and 
honorable physician. 


Service Could Be Limited in Scope 


While this plan in its larger aspects is one 
which provides consultation service in patients’ 
homes and in hospitals, it is quite possible that 
the consultation service could in the beginning, be 
limited to hospitals only. It might be given at the 
time the patient enters the hospital for surgery. 
This would reduce the scale of organization and 
costs and also the service. The deficiency would 
be most noticeable in doubtful cases at patients’ 
homes, when the physician needs help to deter- 
mine whether or not a surgical operation is indi- 
cated. Patients in low or moderate circumstances 
would be the greatest sufferers. 


Physician-Patient Personal Relation Would Be 
Retained 


There is nothing in this plan, whether under 
voluntary or governmental control, that threatens 
the personal relations between the patient and his 
physician. The plan is merely a medium of con- 
sultation service. The patient’s own physician or 
surgeon would continue, as heretofore, to give the 
professional care. The very need of retaining this 
personal relation between physician and patient, 
and the desirability of strengthening it require 
that an authoritative voice be raised and effective 
action be instituted to eliminate the evils of un- 
necessary surgery, and to remove permanently 





the unfortunate reflection upon the medical pro- 
fession’s good name. 


A Concluding Word 


The aims and principles of the plan are dis- 
cussed in the text. The plan has other direct and 
indirect merits besides the main objectives of 
safeguarding the patient from unnecessary sur- 
gery and protecting the interests of the medical 
profession. Some of these are: (1) It makes pos- 
sible a new field of gainful part-time employment 
for many qualified physicians. (2) It provides a 
consultation service to all people, and would thus 
be of great help to the younger practitioners, 
especially for their poor patients. (3) It would 
afford many practitioners the opportunity of close 
and frequent professional contact with men of 
high medical and ethical standing, and would in- 
stil a desire to emulate good examples. (4) The 
consultation service would be a source of graduate 
education. Discussion of disease and its treatment 
during frequent consultations would afford prac- 
titioners the opportunity of keeping abreast of the 
progress of medicine. (5) It would encourage 
more meticulous care of patients. (6) It would 
emphasize the high responsibility entailed in 
surgery. (7) The follow-up reports which hospi- 
tals, physicians, and surgeons would have to make 
would set high standards for patients’ history rec- 
ords. (8) It would provide good source of material 
for research and study. (9) It would create the 
wise and proper opportunity for the profession to 
judge painstakingly and courageously its own 
professional activities from the standpoint of ef- 
fectiveness of its service and honesty of its 
purpose. 
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Colorado Hospital Association 


The Colorado Hospital Association held its 
Fourteenth Annual Meeting on November 9-10, 
at Denver. 


The Convention was well attended, with a good 
hospital representation from institutions through- 
out Colorado and neighboring states. 


A feature of the meeting was an address by the 
Honorable Edwin C. Johnson, United States Sen- 
ator of Colorado, who discussed among other 
things the relationship of the hospitals to the 
National Health Program. 


The program was under the direction of Wil- 
liam S. McNary, president, and W. G. Christie, 
Executive Secretary. 
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The following officers were elected: 

President: Msgr. John R. Mulroy, Catholic 
Charities, Dehver 

President-Elect: R. J. Brown, Porter Sani- 
tarium and Hospital, Denver 

First Vice-President: Dr. Theodore Wil- 
liams, Denver General Hospital 

Second Vice-President: Sister Mary Sebas- 
tian, Mercy Hospital, Denver 

Treasurer: Grange Sherwin, St. Luke’s Hos- 
pital, Denver 

Executive Secretary, and Editor: Dr. B. B. 
Jaffa, Denver General Hospital 

Trustee: William S. McNary, Colorado Hos- 

pital Service Association. 
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Our Hospitals’ Interest in the 
National Health Program 


The American, Catholic, and Protestant Hospi- 
tal Associations, represented by a Committee from 
each Association, met November 21, with the 
Interdepartmental Committee to Coordinate 
Health and Welfare Activities, of which Commit- 
tee Miss Josephine Roche is chairman, to discuss 
the role of the hospitals in the National Health 
Program. 


Dr. Fred G. Carter, President-Elect of the 
American Hospital Association, was chairman of 
the Joint Committee, and Mr. Ray Kneifl, Secre- 
tary of the Catholic Hospital Association, was sec- 
retary. Rev. Alphonse M. Schwitalla, S.J., Presi- 
dent of the Catholic Hospital Association, was 
selected to present the viewpoint of the hospital 
group. This is published as the leading article in 
December HOSPITALS 


The hospital group was cordially received by 
the Interdepartmental Committee, and was given 
a courteous and attentive audience. The Commit- 
tee in no way attempted to limit the discussions, 
but sifted each part of the National Health Pro- 
gram with care and diligence. The conference 
began promptly at 10 a.m., and continued until 
5:30 in the afternoon, with the usual lunch hour 
interval. 


The conference was a friendly conference, free 
from serious controversy. Mr. Arthur J. Altmeyer, 
as chairman, stated the problems the National 
Health Program presented, and invited suggested 
solutions. Both the Committee and Technical 
Advisors were fair in their presentation and gave 
the impression that they welcomed advice and 
counsel. The members of the Committee were 
most considerate. 


The hospital group for its part told the Com- 
mittee of its agreement with the major portion 
of the National Health Program; where it differed 
with some of its proposals, and where, in the opin- 
ion of the hospital field, the program might well 
be changed to the advantage of both the public 
and our institutions. These differences in opin- 
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ion between the hospital group and the proponents 
of the National Health Program were emphasized, 
and changes suggested which the hospitals thought 
were essential. 


The hospital group was not in agreement with 
the provision for Compulsory Health Insurance. 
They approved the provisions for the care of the 
aged and infirm; suggested that hospital care for 
the indigent, those incapacitated by chronic dis- 
ease, and beneficiaries of old age pensions be in- 
corporated; advised that the construction of new 
hospitals at government expense be authorized 
only after a careful, competent survey of popula- 
tion needs, the adequacy of the financing of opera- 
tion after construction, and the availability of 
competent members of the medical and nursing 
profession to staff the hospital. 


The Chair stated that among the problems con- 
fronting the Interdepartmental Committee was 
“how to use to the best advantage the existing hos- 
pital facilities throughout the country.” The solu- 
tion of this particular problem should present no 
difficulties. The simple but effective answer is to 
use these facilities for the accommodation of the 
indigent sick, and those in the lower income 
brackets, properly classified as the “needy sick,” 
and reimburse the hospitals on the basis of the 
cost of service rendered. 


The hospital group emphasized the value of 
those group hospital and group medical service 
plans which have demonstrated their worth by 
their rapid growth and sound development as 
altruistic welfare agencies, for the provision of 
both hospital and medical care for the majority 
of our people “above the indigent and below the 
comfort” class of our people. These plans operat- 
ing under Federal charter would not only insure 
medical care to all our people, but would make 
available the services of physicians and hospitals 
located in any community in the country, and pro- 
vide for the beneficiaries the free choice of both 
physician and hospital. 


The hospital group was opposed to placing 
hospitals under the actual or implied control of 
health departments. It was in favor of grants-in- 
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aid to institutions which were based on population 
needs. 


The conference cannot help but be productive 


of good. Whether the Interdepartmental Com- 
mittee changes its program or not, its members 
and technical advisors have had the benefit of the 
advice and counsel of the collective thinking of the 
hospital field, a field that has contributed more to 
the public welfare, and the betterment of human 
kind, than any other single agency in the history 
of this continent. 





The Agricultural Department and 
the Needy Sick 


The Joint Advisory Committee of the Hospital 
Associations has completed arrangements with 
the Federal Surplus Commodities Corporation of 
the Agricultural Department for the distribution 
of oranges, grapefruit, and butter to hospitals and 
other eleemosynary institutions. 


The action of the Agricultural Department in 
supplying our hospitals with these surplus com- 
modities will meet with the unanimous approval 
of the public. Our hospitals have carried a heavy 
load of indigent patients which has increased 
steadily for several years. The contribution which 
the Government now makes will enable our insti- 
tutions to provide a better balanced, as well as a 
more generous diet for our patients. 


The commodities will be distributed through the 
State Directors of Commodity Distribution and 
will go to hospitals in every state. Full informa- 
tion will be sent to each hospital, through the 
Joint Advisory Committee, with the blank applica- 
tion which each institution will accomplish to se- 
cure the needed amounts of each of the three 
commodities. 


The material interest in our hospitals which 
one of the largest and most important Depart- 
ments of the Federal Government has so gen- 
erously manifested, is gratefully appreciated. The 
contribution which the Agricultural Department 
makes, goes directly to the needy sick in our in- 
stitutions. No words of commendation can ade- 
quately express either the appreciation of our 
hospitals and their patients, or estimate the 
amount of good which this generous action of the 
Agricultural Department will accomplish. 


ee 


Annual Reports 


Many hospitals will soon be observing, with the 
submission of detailed and audited financial state- 
ments, the closing of another fiscal year. Let us 
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hope that the receipts, assets, and surpluses will 
bring greater satisfaction than they have in any 
of the past eight or ten years, and that the expen- 
ditures, liabilities, and deficits will be less dis- 


turbing. The financial status of the hospital 
which is reflected in these annual statements is 
of great concern to the members of the governing 
board and to all those who support the hospital, 
as well as to those who are active in its operation. 


It is natural and desirable that the financial 
aspect of the institution should be recognized as 
important. Nevertheless, it should also be recog- 
nized that a favorable balance sheet is not the best 
index to the actual success of a hospital. It is 
necessary to go behind the figures on the balance 
sheet and to ask—what returns were received for 
the money spent? What matter if financial outgo 
exceeds financial income if thereby it was possible 
to save more lives, to relieve more suffering and 
sorrow, to conquer more c* nic and seemingly 
incurable conditions? 


While we are preparing financial statements for 
the auditors, and governing board, might it not be 
of great value and inspiration to the medical staff 
and management to present them with a medical 
audit to accompany the dollars and cents tabula- 
tions? The 365 days, the 8,760 hours, the 525,600 
minutes, and the 31,536,000 seconds of care which 
it has given suffering humanity throughout the 
year are worthy of a substantial place on the hos- 
pital’s production sheets. If complete medical 
records and statistical summaries have been kept 
during the year, such reports can easily be pre- 
pared, and a medical staff and hospital manage- 
ment awake to the opportunity of portraying the 
real status of the hospital will see that they are 
illustrated by charts and diagrams. Animated 
statistics revealing graphically how death is being 
circumvented and overcome are an unanswerable 
argument in favor of expenditures that may at 
first glance seem out of balance with the receipts 
column. Some hospitals have for several years 
been following the plan of accompanying their 
financial reports with such medical audits and 
have found it a good means of justifying their 
requests for more funds—and of getting them. 


From a broad viewpoint, the development and 
publication of hospital statistics on a comparative 
basis would be of great value. Many inquiries 
reach the national organization almost daily for 
mortality and morbidity rates in hospitals as they 
pertain to different diseases, for figures on the 
average days’ stay for various diseases, on per 
diem costs, and the like. The cooperation of hos- 
pitals in making medical statistics readily avail- 
able would further the hospital cause. Nowadays 
facts and figures are necessary to strengthen ap- 
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peals for financial and moral support. They are 
the ammunition with which can be fought the 
battle of hospital progress provided they reflect 
truthfully the accomplishments of the hospital. 

M. T. M. 





The Spirit of Giving 


The season is approaching when the people of 
all the civilized countries of the world are think- 
ing in terms of giving. 


A beautiful custom has grown around the birth- 
day of our Savior. The example of the Three 
Wise Men who came to the manger with their 
gifts of frankincense and myrrh representing 
their affection and adoration has continued to the 
present time. The life of the Christ Child was 
one of love for mankind expressed by His devotion 
to giving comfort to those who mourn; food to 
the needy; and healing to the sick. It is evident 
that the idea of giving gifts at Christmas was 
intended to be an expression of love and affection. 


In commercializing Christmas, how far we have 
strayed from the real meaning of the day! Many 
gifts are sent for commercial reasons only and 
have no real meaning. Even though the gifts may 
be expensive, they often prove to be articles of 
useless value and all too frequently are tucked 
away soon to be forgotten. Thus, considerable 
sums of money are wasted annually which could 
be used to carry the real spirit of Christmas to 
suffering humanity. 


Our hospitals are consecrated to service, not 
only at the Christmas season, but throughout all 
the days following. How much lasting joy and 
happiness, which is the essence of Christmas, 
could be spread in our country if our hospitals 
were financially able to meet the demands for a 
greater service! 

C. E. D. 


————— 


Whither Social Services? 


A discussion of the advangements of social serv- 
ices and their extension into new social areas is 
of increasing interest and any comments made 
would have a general application. There would, 
first of all, seem to be no doubt of the necessity 
of social services if we are going to make this 
world a better and happier place in which to live. 
It would also be a reasonable assumption to state 
that the enthusiasm engendered in an endeavor 
to obtain these happy results is liable to swing the 
pendulum far out of its proper position, with the 
result, that, in the aggregate, the value of the 
social service and the good which it will do, or 
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which will accrue to the individual, may be more 
or less destroyed, or at all events restricted, by 
the products of its own activity. 


In other words, is the individual, whom all this 
effort is intended to assist and make happier, be- 
ing led into a sense of false security for the fu- 
ture; is he, or she, by the means planned for bet- 
terment, being made less self-sufficient; is the re- 
cipient of whatever social service, becoming more 
dependent upon such services and less and less 
dependent upon him or herself? In other words, 
what is the danger, if any, of destroying the self- 
sufficiency, or thrift, of the individual, without 
which the various social services may be mate- 
rially hampered in their fields of application? 


This discussion is purposely avoiding the pros 
and cons of the values of social service, but on 
the other hand, is asking the question, what is 
going to be the ultimate effect, or value, to the 
human race of the development of the many and 
varied so-called social services now functioning 
in the different parts of the world. 

S. R. D. H. 


Discriminating Against Physicians 


ROM time immemorial it has been the proud 
F ous of hospitals that their doors have been 

always open to those who needed its facilities, 
without regard to race, color, or creed and it is 
upon this claim that the voluntary institutions, 
in most states and provinces, have been relieved 
of taxation and granted the privilege of soliciting 
voluntary contributions. Likewise, the general 
tendency has been to offer hospital privileges to 
all reputable physicians so that the patient might 
have the freest possible choice of medical at- 
tendant. 


As the standards of professional service have 
been gradually raised by the activities of the na- 
tional professional agencies, involving as they do 
the more rigid compliance with rules and regula- 
tions governing technique and procedure, unquali- 
fied, incompetent, careless, and otherwise unsatis- 
factory attendants have been either barred by the 
hospitals or their activities strictly limited to gen- 
eral practice. Thus, to a limited extent the free 
choice of physician has been denied those patients 
choosing such physicians. The willing and un- 
questioned compliance of hospitals with the stand- 
ards set indicates their complete acquiescence in 
such efforts as have been made by the national 
organizations to improve medical practice and to 
protect the interests of the patients, laudable ob- 
jectives which all good hospitals will continue to 
foster. 


Recently, however, strong pressure has been 
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brought to bear on hospitals by medical societies 


to restrict hospital service to county medical so- — 


ciety members and to exclude those physicians 
who are not in accord with the social and eco- 
nomic views of medical practice dictated by the 
societies. In such efforts organized medicine is 
presuming to force its economic opinions upon 
hospitals at the expense of the patients; it is as- 
suming an intolerant attitude toward fellow mem- 
bers and it is disturbing that desirable coordinate 
relationship previously existing between hospitals, 
physicians and patients best calculated to preserve 
a harmonious atmosphere. 


As a result of the opposition of the organized 
medical profession to those cooperative medical 
groups which have been inaugurated for the sole 
purpose of providing more adequate medical serv- 
ice to the people of moderate means, physicians 
of unquestioned character and reputation serving 
such groups have been expelled from county medi- 
cal societies and efforts made to deprive them of 
hospital privileges. It is needless to say that if 
pressure continues to be brought upon hospitals 
to deprive qualified and reputable physicians of 
hospital privileges merely because organized medi- 
cine does not approve of legal methods of practice 
which have been upheld by Court decisions, it will 
be necessary for the hospitals to disregard county 
society membership as a prerequisite for hospital 
affiliation. 


The efforts being expended by organized medi- 
cine to prevent hospitals from engaging, upon a 
salary basis, the services of radiologists, patholo- 
gists, anesthetists, and others whereby the cost of 
these services may be so spread as to assure a 
high grade of diagnosis and therapy, at a cost 
within the means of the average patient, is, to 
say the least, reprehensible, and if successful can 
only result in the lowering of standards of pro- 
fessional service. 


Voluntary and public hospitals cannot be sub- 
jected to the disturbing effects of conflicts be- 
tween different groups within the medical profes- 
sion, nor can they be used as punitive agents by 
one group against another. After all, the pri- 
mary and transcendent objective of the hospital 
is to care for the sick, and, unless county medical 
society membership is based upon character and 
professional qualifications, rather than economic 
and social views, the hospitals will be obliged to 


completely disregard such affiliations in choosing 
staff members. 
W. H. W. 


Dividing the Indivisible 


Attempts in recent years by certain medical 
groups to change traditional relationships between 
hospitals and their medical staffs, on the grounds 
that if hospitals employ physicians on salary they 
are invading the field of medical practice, have 
raised the question, “Can a sharp dividing line 
be drawn between hospital care and medical ser- 
vice?” The definition of hospital care as bed, 
board, and nursing service completely ignores 
the meaning of the term. Hospital care is medical 
service; a method of treatment prescribed by the 
physician. As has been well said by Dr. S. S. 
Goldwater, medicine cannot be practiced by hos- 
pitals; it is practiced in hospitals. How then can 
hospital care and medical service be separated? 
Any proposal to do so reminds one of the retort 
of the founder of a great financial house who, 
when it was decreed by a new anti-trust law that 
certain interlocking directorates be divided, re- 
marked: “You can’t unscramble eggs.” 


Organized medicine and individual members of 
the medical profession have complained, perhaps 
not without reason, that too often the doctor is 
ignored in the management of hospitals. If the 
doctor contends that hospital care is something 
apart from medical practice, why should he ob- 
ject if he is not consulted in the management of 
the hospital? If he excludes himself from the hos- 
pital, but by his definition of hospital care in- 
cludes nursing, why should not the nurse properly 
contend that the hospital is practicing nursing? 
What would be left of the hospital would be bed 
and board. Can the medical profession or an 
enlightened public conceive of a hospital as a 
boarding house? 


The best interests of the hospital and the physi- 
cian cannot be served by any artificial separation 
of their functions. Their interests and their pur- 
poses are identical and their objectives can be 
attained without demoralizing interference only by 
united positive action calculated first to promote 
the public welfare and secondly, to maintain their 
own freedom and self-respect. ; 
of ES A 


aa 


Members of the Editorial Council Extend Their Best Wishes for 
a Merry Christmas and a Bappy and Prosperous New Year 
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Venereal Disease Control and the Hospital 


R. A. VONDERLEHR, M.D. 


for many years realized the importance of 

the relationship between the hospital and the 
control of the venereal diseases. More than half 
a century ago one of the medical officers of the 
Service presented a paper on the frequency of 
syphilis among patients in the Marine Hospitals." 
During all these years every attempt has been 
made to provide proper in-patient hospital care 
for every patient with the venereal diseases. In 
the past two decades there has been a full realiza- 
tion that hospitalization effectively isolates the 
patient with early syphilis and acute gonorrhea. 
All beneficiaries of the Public Health Service so 
infected are urged to accept in-patient care. 


Te: United States Public Health Service has 


On the other hand, public hospitals generally 
have discouraged the policy of hospitalizing pa- 
tients with syphilis and gonorrhea except those 
with late and serious sequelae. Patients with com- 
plications of early syphilis and acute gonorrhea 
have in almost every instance been refused public 
institutional care. 


In other words, those controlling the adminis- 
trative policies of public hospitals had the same 
prejudiced regard for the venereal diseases pos- 
sessed by the average citizen. Only when a pa- 
tient had sufficient money for private hospitaliza- 
tion was the moral stigma removed and even in 
these cases the facts were often whispered by 
members of the hospital staff as the choicest bit of 
gossip. 


There is no doubt that this attitude has seri-_ 


ously impeded the venereal disease control cam- 
paign. The hospital willing to support the pro- 
gram is in a most strategic position to make mate- 
rial contributions toward its success. 


Value of the Polyclinic 


The general hospital with its laboratory and 
clinic facilities is well equipped to serve as a cen- 
ter for diagnosis, consultation, and treatment of 
patients with syphilis and gonorrhea. All au- 
thorities agree that the ideal clinic should be lo- 
cated in a general hospital in which beds are also 
available for patients sufficiently ill to require 
them. 


In the report? made to the Surgeon General of 
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the Public Health Service some years ago by an 
Advisory Committee appointed to draft recom- 
mendations for a workable venereal disease con- 
trol program, it was pointed out that polyclinics 
are recognized as preferable to isolated clinics in 
supplementing existing sources of treatment. It 
was also pointed out that health department funds 
would in most places be more wisely expended in 
subsidy to efficient polyclinics already existing 
than in the establishment or support of separate 
clinics. 


Many hospitals already have existing polyclinics 
eminently suitable for the addition of a venereal 
disease clinic. It is recommended that in subsi- 
dized venereal disease polyclinics the health de- 
partment require minimum standards of efficiency 
in conformity with the general state and national 
policy. The subsidized hospital or health center 
in which the clinic is located should have full ad- 
ministrative responsibility, including the appoint- 
ment and discharge of personnel, as long as the 
cooperative arrangement exists. 


The advantages of the polyclinic located in a 
hospital over the isolated unit are obvious. Not 
only does the polyclinic insure secrecy for the pa- 
tient, as well as consultation and laboratory serv- 
ice when necessary, but it has the greatest influ- 
ence in maintaining the interest of the medical 
staff and consequentiy the highest type of medical 
service. 


Polyclinic Operation 


Briefly, I wish to discuss the administration, 
organization, equipment, policies, and personnel 
of a well organized syphilis clinic. Such a clinic 
is the backbone of the urban community program 
for the control of syphilis. 


The major emphasis of clinic practice should 
be on the treatment of the patient with infectious 
early syphilis. Late syphilis cannot be ignored 
for humanitarian and economic reasons, but many 
clinics will find more time to care for early syphi- 
lis patients if an effort is made to eliminate the 
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over-treated patients with late syphilis. Too often 
such patients are treated for months or years 
longer than necessary at a risk to the patient 
greater than that from his infection, at indefensi- 
ble waste of public funds, and at the cost of crowd- 
ing out early and potentially infectious cases for 
whom treatment will do more good. 


From the point of view of proper administra- 
tion, every clinic should be headed by an advisory 
board composed of prominent lay and professional 
members of the community. Members of such a 
board must have sufficient prestige to obtain and 
maintain public interest; several should have the 
ability to raise funds, whether from legislative 
bodies or private sources; and others should have 
sufficient technical ability to judge of policies and 
progress. 


All patients with syphilis should be treated in 
one department of the clinic. Specialists may be 
called in from other departments for consultation, 
if necessary. 


The first and most important features of a 
syphilis clinic are its location and hours. It should 
be so located as to be easy of access and of maxi- 
mum convenience to the patients it is to serve. 
Clinic hours should be set so as to prevent eco- 
nomic loss to the patient. This usually means 
evening sessions. Intensive use of space and time 
is desirable. Hours of clinic attendance may be 
staggered by race and sex, but careful architec- 
tural planning may make this unnecessary. The 
application of routine procedures should be so 
planned as to relieve the physician of all respon- 
sibilities except those connected with the profes- 
sional care of the patient. 


School children may be properly treated on Sat- 
urday morning to prevent their absence from 
school and the possible disclosure of their infec- 
tion. It is particularly desirable that infants, 
children, and young adolescents be treated dur- 
ing separate clinic hours. 


The great problem in syphilis control is to keep 
the patient under treatment for a period long 
enough to give him at least the minimum amount 
of treatment necessary to prevent spread of the 
disease and to insure him against later crippling 
relapse. The clinic director can, to a great extent, 
solve this problem. Prolonged treatment hours, 
relative privacy, prompt service, and a pleasant 
attitude on the part of the clinic personnel wiil 
go far toward holding the patient to the unpleas- 
ant treatment regime. Over-crowding, exposure 
of person, long waits, and rough, disagreeable per- 
sonnel will naturally produce the most undesira- 
ble reaction. A smile in the clinic is worth two 
follow-up visits. 
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Provision of In-patient Care 


Nowadays we automatically look toward the 
Scandinavian countries when we want to find the 
answer to some social problem. And in this mat- 
ter of controlling syphilis, Denmark, Norway, and 
Sweden have an excellent record.? Venereal 
disease patients are received in every hospital 
throughout Denmark. In Copenhagen, for exam- 
ple, one hospital bed is allotted for this purpose 
to every 3,000 inhabitants. If this ratio prevailed 
here we should have 43,000 beds available in the 
United States. In the District of Columbia alone 
there would be 200 beds available. But I regret 
to inform you to the contrary that there is not 
at this time a single hospital bed whatever in the 
Capital of the United States for patients with 
early syphilis or acute gonorrhea. I understand, 
however, that present hospital construction will 
soon relieve this deplorable condition. 


In Norway, too, patients with syphilis are read- 
ily admitted to all communal hospitals. Formerly 
at the Ulleva Hospital in Oslo three wards ac- 
commodating 110 patients were set aside for this 
purpose. Syphilis control work has proceeded at 
such a pace, however, that the accommodations 
are no longer necessary. This wing of the hos- 
pital has been razed and tennis courts built in its 
place. 


New York City has the greatest number of 
syphilis and gonorrhea cases of any city in this 
country. During the past several years the city 
health officials with increased local appropria- 
tions, Works Progress Administration aid, and 
Social Security funds have made a determined 
effort to cope with the problem. Much is yet to 
be done, however, and finding available hospital 
space is one major item. The report of the hos- 
pital survey for New York City,* issued last year, 
estimated that at least 2,000 beds for the hospital 
care of patients with syphilis and gonorrhea 
were needed. City hospitals provide 30 to 40 beds 
for acute cases. Only 18 out of 88 general hos- 
pitals in the city admit patients with syphilis or 
gonorrhea in a communicable stage. In an effort 
to improve the situation, the health department 
requested the voluntary hospitals to take indigent 
cases for which the city would pay at the usual 
rate. Only three agreed: the New York, the Co- 
lumbus, and the Knickerbocker Hospitals. The 
first two will take bed patients from their own 
dispensary. The Knickerbocker Hospital set aside 
a ward of 20 beds for other syphilis patients. 

No clinic which is part of the service of a hos- 
pital should be subsidized with public funds if the 
hospital refuses, when necessary, to admit pa- 
tients with gonorrhea and syphilis for in-patient 
care. 
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Association of Laboratory and Clinic 


A venereal disease clinic may be much more 
simply equipped when it is part of a polyclinic in 
a general hospital in which a properly conducted 
laboratory is located. With such an organization 
practically all laboratory apparatus is located in 
the general laboratory which serves as a consul- 
tation center just as any other department. 


Location of the clinic in close access to the hos- 
pital laboratory also aids the latter in the more 
efficient performance of serologic tests for syphi- 
lis. The Committee on Evaluation of Serodiag- 
nostic Tests for Syphilis’ has established the need 
for and recommends the frequent comparison of 
serologic test results on specimens from sources 
unknown to the serologist but carefully selected 
in the clinic from donors known to be infected 
with or free from syphilis. 


Special Examinations and Treatment 


In addition to the usual laboratory diagnostic 
services the syphilis clinic located in the hospital 
has access to other special services such as roent- 
genologic and special laboratory facilities. Pa- 
tients unable to pay for such services may be 
referred to the center not only from the poly- 
clinic but also from private physicians and iso- 
lated clinics for consultation. 


Health officers have been urged to require in 
subsidized clinics a lumbar puncture for every 
syphilitic patient before discharge from treat- 
ment. An approved technic of painless and rela- 
tively reactionless lumbar puncture should be 
adopted and carefully supervised. 


Besides these special services for patients suf- 
fering with the sequelae of syphilis and gonor- 
rhea, the complete facilities of the hospital are 
available for the proper management of other 
complicating diseases. 


The Hospital as a Training Center 


The utilization of the clinical facilities of the 
hospital for the purpose of training medical per- 
sonnel is considered to be one of the most impor- 
tant methods employed in the medical school of 
today. This coordination is equally important in 
undergraduate and postgraduate training. Physi- 
cians, nurses, laboratory technicians, and medical 
social workers benefit by it. Special training in 
the venereal disease clinic is a most important 
phase of the apprenticeship of the venereal dis- 
ease control officer. 


Even the public may gain knowledge through 
the activities of the modern hospital. With the 
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present popularity of medical and health subjects, 
public lectures may be sponsored by or even given 
within the walls of the hospital. 


The clinic as a case-finding agency also holds 
an important place in the community. An effi- 
cient polyclinic gains a special reputation for re- 
lieving human suffering. Ill people go there, and 
the clinic may be said to have a high index of 
suspicion when a syphilis department exists 
therein. Syphilis when suspected is often found 
because it is among the most common of human 
miseries. 


Preparation of Progress Reports 


One of the most arduous tasks which the well- 
operated clinic’s staff is called upon to do is that 
of collecting the statistical data for the monthly 
and annual reports. This information is of the 
greatest importance to the health department, and 
the clinic has been requested in the past to place 
an ever increasing amount of data on record. 
Most hospital superintendents are interested in 
cooperation with the health department and pro- 
viding the information desired. al | 


In order to lighten this burden the Public Health 
Service® has described a mechanical system for 
collecting and tabulating morbidity, clinic prog- 
ress, and epidemiologic reports. Current infor- 
mation on standard punch cards is submitted daily 
by the clinic to the health department for all pa- 
tients who attend. The cards are punched, sorted, 
and tallied by machine in the health department. 
Every month, in a few brief pages, the clinic di- 
rector has a complete, up-to-date record. He 
knows the amount of treatment which has been 
administered to all patients. He knows the time 
when treatment is started in syphilitic pregnant 
women. Each contact is reported and the need 
for further follow-up either for additional case- 
finding or for case-holding is at once evident. 
With this system the state and local health offi- 
cers have similar monthly summary records for 
all clinics within their jurisdiction. 


For a number of months this mechanical method 
of collecting reports has been working success- 
fully in the city of Chicago. It is now being ex- 
tended gradually to other areas. 


Conclusions 


There is no doubt that the biased policy of hos- 
pitals in the past regarding the venereal diseases 
has done much to impede public health control 
measures. It is likewise obvious that the hospitals 
are in a position to add greatly to the success of 
the present campaign. The modern hospital can 
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make the most important contributions to the pro- 
gram in the following ways: 


1 Develop an out-patient polyclinic with a de- 
partment for the management of the vene- 
real diseases 


2 Provide in-patient care for all venereal dis- 
eased patients who require it 


Provide laboratory service for the polyclinic 


Make available special diagnostic examina- 
tions and therapeutic measures 


5 Utilize the facilities of the institution as a 
training center 


6 Cooperate with health departments in the 
submission of periodic progress reports 
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The Subsidiary Worker 


Call her what you will, the semi-trained helper 
has entered nursing service to stay. It does 
not require a college degree, nor even a nurse’s 
training, to learn how to fix flowers, answer the 
telephone, make beds, or perform a large propor- 
tion of more than a hundred other different 
duties that are a daily feature of the floor nurs- 
ing routine. Already one hospital using graduate 
nurse service has found it feasible to delegate 
forty-nine per cent of the service duties to these 
helpers. It is a common observation to see the 
head nurse, supposedly the most highly trained 
and skillful of the ward personnel, tied to her 
desk for an unduly large part of the time, and 
performing duties that could be just as well dele- 
gated to some semi-trained person. 


And as medical science progresses the nursing 
procedures become more complex as the doctor 
delegates more and more to the graduate nurse, 
and she in turn will be forced to delegate more 
and more to the helper. 


Originally opposed as a threat of turning loose 
on the public a body of superficially trained work- 
ers who would displace properly trained nurses, 
and whose lack of training would be a real men- 
ace to the welfare of the patient, nursing opinion 
is now inclined to accept this semi-trained worker 
as having a definite place in institutional service 
by relieving the graduate of the simpler routine 
service to the patient, and thereby permitting her 
to make more adequate use of the particular 
skills which no one else can offer. 


With the development of the subsidiary worker 
there has grown up a multiplicity of titles to de- 
scribe the position. Each has its advocate and 
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some are quite sharply critical of titles which 
others may favor. 


Since the job has proved its utility and earned 
a place in the scheme of things, the sensible thing 
would be to agree upon a definite title for the job 
and set up a modest standard of training for it. 
Then, and then only, can it find its proper niche 
—and be kept in that niche. 





Shrinkage of Cotton Textiles 


The new trade practice rules of the Federal 
Trade Commission promulgated June 30 of this 
year go very thoroughly into regulations covering 
the use of the words “shrunk,” “pre-shrunk,” 
“shrunkproof,” “well shrunk,” or any other term 
which indicates that the fabric to which the label 
is attached will not shrink. 


Provision is made that goods which has been 
subjected to a pre-shrinking process which has 
not completely removed the shrink properties may 
be labeled, but the label must carry a statement 
as to the maximum percentage which the goods 
may still be expected to shrink. 


The FTC also designates Commercial Standard 
CS 59-36 of the National Bureau of Standards 
as the test by which the shrinkage shall be de- 
termined. 


Since the Federal Trade Act carries severe pen- 
alties for the misbranding of goods sold in inter- 
state commerce, this new regulation gives the 
purchaser reasonable assurance that the state- 
ments as to the shrinkage as shown on the label 
can be depended upon and conversely if there is 
no such statement on the label he is more than 
justified in asking why. 
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Lighting in the Operating Room 


WILLIAM J. ENGEL, M.D., L. S. ICKIS, M.S. and F. B. LEE 


in the field of surgical lighting, certain 

problems still must be solved before the 
ideal is approached. The present study is a con- 
tribution to the solution of some of these prob- 
lems, based on sound scientific principles of light- 
ing and has been carried out by F. B. Lee and 
L. S. Ickis' of the Nela Park Engineering Depart- 
ment of the General Electric Company. 


A LTHOUGH much progress has been made 


While the actual amount of light necessary for 
the operating room has been variously estimated 
at 500 to 1,500 foot-candles, this investigation in- 
dicated that very much higher levels are needed 
at times. With the aid of the Luckeish-Moss? visi- 
bility meter, it is now possible to determine the 
efficiency experienced during any visual perform- 
ance and, consequently, it is possible to compare 
various seeing tasks encountered in surgery with 
those of simple everyday seeing. 


The visibility readings were made under an 
operating light delivering 2500 foot-candles at the 
surface of the incision. An operator stood at all 
times directly behind the surgeon and peered over 
his shoulder. In many instances the surgeon 
stepped aside to permit readings in deep cavities 
which could not otherwise have been obtained. 
Table I shows the values of readings obtained by 
this method. 


In order to relate these figures to a common 
basis, a reading of 1.0 indicates the very minimum 
of seeing for average eyes. A reading of 3.8 indi- 
cates reasonably good seeing and is equivalent to 
the reading of eight point Bodoni type under 10 
foot-candles of light. (Eight point Bodoni type is 
slightly smaller than type used in the ordinary 
magazine.) Consequently any reading below 3.8 
indicates the need for more illumination. 


Range of Visibility 


As will be seen by referring to this table, the 
range of visibility readings was from 1.2 to 20, 
which is almost the complete scale of the meter. 
These readings emphasize the tremendous varia- 
tion in seeing tasks encountered by the surgeon 
during the course of an ordinary operation. For 
example, reference to the measurements taken 
during the course of a ureteral transplantation 
shows readings varying from 1.7 to 9, showing 
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that it is over five times harder to see into the 
lower abdominal cavity than it is to make the 
preliminary incision. Although this is hardly a 
typical example, as the operation was performed 
through a very small incision in a child under one 
year of age, it serves to illustrate the tremendous 
range encountered in meeting the requirements 
of certain operations. In such a case sixty times 
the amount of light, or 150,000 foot-candles would 
theoretically be required to make the visual task 
at the depth of the cavity equal to that at the 
surface of the incision. This amount is, of course, 
economically impractical. 


More typical examples are supplied by measure- 
ments made during the course of a supravaginal 
hysterectomy which showed a 2 to 1 variation or 
a ureterolithotomy which showed a 3 to 1 varia- 
tion. Even in operations such as breast amputa- 
tion, which presents relatively few problems of 
illumination to the surgeon, one sees a consider- 
able variation from 3.1 to 19. However, the lowest 
reading is within the range of adequate vision. 


It is appreciated that these figures cannot be 
interpreted too literally as there are qualifying 
factors which must be taken into consideration. 
The size of the incision which governs the amount 
of light admitted to the cavity beyond is variable 
and it must also be remembered that frequently 
the surgeon was able to see into a wound to 
greater advantage than the observer who was 
taking the visibility measurements. Thus, even 
in certain instances where these readings were 
low, the operator experienced no noticeable diffi- 
culty in seeing. It is interesting, however, that in 
a general way the visibility range as determined 
by the lighting engineer coincides rather well with 
the experience of the surgeon, and operations 
carried on in cavities gave poorer visibility read- 
ings than surface types of. operations. Many 
surgeons, of course, employ sterilizable types of 
lights which can be introduced directly into cavi- 
ties, but these have certain obvious disadvantages 
and I am confident that every surgeon would glad- 
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Excision Fistula-in-Ano B.0-11.0 


Excision Pilonidal Sinust 3.48.5 [120-380—.53-0.32 
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Right Parietal Craniotomy . .|1.2-17.¢] 27-340)0,77-0.31 














* Readings taken with 2500 footcandles at the surface 
of the incixion. 

1 In incision. at the point of work. 

2 Minimum brightnesses usually occur within incisi +n 
maximum brightnesses on flesh and drapes. 

t Position actually reverse Trendclenburg. 


Table 1. 





ly dispense with such instruments if it were pos- 
sible to obtain adequate external lighting. 


Avoiding Annoying Brightness 


It has been shown that in some instances the 
illumination of 2500 foot-candles provided by the 
unit under which these measurements were taken 
was inadequate for good seeing, but when one 
approaches even 1000 foot-candles another prob- 
lem is introduced and that is the problem of glare 
or annoying brightness. 


In order to study this problem, measurements 
were made with the brightness meter with which 
the effective illumination or brightness of the field 
and brightness of the surroundings could be de- 
termined. The ratio of these two figures deter- 
mines to a large extent the comfort and degree of 
fatigue which the operating surgeon may experi- 
ence, and furthermore, recent studies have shown 
that visual acuity is tremendously reduced when 
the surroundings are more than ten times brighter 
than the object to be viewed. Therefore, ratios 
less than 0.1 will indicate annoying conditions and 
reference to Table I shows that throughout the 
50 or so operations witnessed, there were only 
seven instances in which the ratios were in this 
low range. Objectionable brightness may be 
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largely avoided by the use of colored drapes. The 
above measurements were made during operations 
in which the drapes were of a green color and the 
seven instances in the objectionable range oc- 
curred where there was a certain amount of 
fading of the drapes as a result of repeated 
sterilization or where the immediate surroundings 
of the incision were not covered by the dyed ma- 
terial. The same measurements transposed in 
terms of white drapes would increase this number 
very materially to the point where it may be safely 
said that all ratios would be in the objectionable 
range. Approximately 80 per cent of light is re- 
flected from white drapes whereas the reflection 
factor from other colors may be as low as 8 to 10 
per cent and colors in this range are recom- 
mended. The specific recommendations, as a re- 
sult of these studies, is for colored drapes with a 
low reflection factor such as green, blue, gray, or 
even black, the latter, however, being psychologi- 
cally objectionable. 


Penetration and Reduction of Shadows 


Another requirement of surgical lighting is to 
provide both penetration and reduction of shad- 
ows. Figure 1 represents diagrammatically the 
principal light control systems used today. Funda- 
mentally, each sytsem reduces shadows by direct- 
ing the light from wide angles toward the field. 
Absolute elimination of shadows is not possible 
but surgical lighting has progressed far in this 
direction. 


Operating Room Lighting and General 
Illumination 


An associated problem to be considered in light- 
ing the operating room is the matter of general 
illumination. It is a well-known fact that it is 
extremely fatiguing to the eye to adjust itself 
from a bright field to near darkness. From the 
lighting standpoint, operations carried out in a 
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darkened room are inadvisable because of the 
fatiguing effect of transferring seeing from a 
light area to one which is dark. On this account, 
the general illumination should be sufficient to 
prevent this high contrast and in addition, to per- 
mit adequate vision by the scrub and utility nurses 
who are actively engaged in the operation. In 
present day lighting practice, a level of 30 foot- 
candles would represent a minimum for good gen- 
eral illumination, and indirect lighting is to be 
preferred. 


In this connection it seems advisable to avoid 
too bright lighting from the outside, for here 
again objectionable contrast brightness may be 
introduced, particularly on bright days. With the 
lighting facilities now available, it would perhaps 
even be advisable to exclude external light from 
the side walls of the operating room. 


Preferable Colors for Operating Room Walls 


Though not strictly within the scope of this dis- 
cussion, it is further suggested that the walls of 
the operating rooms be finished in colors such as 
the light greens, light blues, and blue-greens. 
These are psychologically cool colors and not only 
relieve the feeling of heat but also give a feeling 
of greater expansiveness. 


Light Requirements Increase with Age 


A final consideration on lighting is this—as we 
grow older, the eye requires more light until the 
average persons at 60 years requires three times 


—<—— 


as much light as at 20 years to see the same object 
with equal ease. And this also is true: Many of 
us wear glasses when working, and studies have 
indicated that additional light aids those people 
more than those who have normal eyes. On these 
two considerations, it would seem that a conserva- 
tive minimum of 2000 foot-candles should be pro- 
vided by the operating light and although even 
this has certain limitations, it may be that future 
development will permit us to use levels of 
illumination which will make the visual task we 
encounter easier and more comfortable and in- 
directly affect the safety of the operation. 


Summary 


1 These studies indicate that a minimum of 
2000 foot-candles should be provided by the oper- 
ating light, preferably supplied by a mobile unit. 


2 This amount of light virtually necessitates 
the use of colored drapes in order to avoid glare 
and undue brightness of the surrounding field. 


3 Adequate general illumination of the operat- 
ing room is essential but undue daylight bright- 
ness should be avoided. 
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High Incidence of Illness Among 
Unemployed 


“Statistics on the relativity of income to illness 
reveal a higher incidence of acute and chronic 
illness among the unemployed and those on relief 
roles, with a consequent demand for medical care 
and hospitalization. 


“We find that the annual number of days of 
illness and disability among people in the relief 
and lower economic groups are about three times 
as great as among those with reasonably sufficient 
income. 


“Community responsibility properly implies the 
joint effort of voluntary and tax funds. Nothing 
should be done to lessen the interest in the plight 
of the less fortunate... 


“The twenty million people said to be dependent 
today upon public funds for food, clothing, and 
shelter, also need hospital care. Of that there can 
be no question. There are also twenty million 


more who may be termed medically indigent and 


December, 1938 


who in a very marked measure have been the 

concern of private philanthropy.”—Charles F. 

Wilinsky, M.D., Deputy Commissioner of Health, 

Boston. - 
PaO hee 


Antiseptics 


And now the ubiquitous pH enters the field of 
antisepsis. As reported in Science News Service, 
three Purdue University chemists—W. A. Bitten- 
derfer, Professor E. F. Segering, and Professor 
P. A. Tetrault—have found that phenyl mercuric 
nitrate (PMN as commercially known) is sixty 
times as effective at a pH rating of three (about 
the acidity of tomato juice) as the same drug is 
at a pH rating of seven (distilled water). Simi- 
lar increase of acidity of its solution increases the 
effectiveness of hexylresorcinol (ST37) about 
thirty times, of merthiolate seven times, of tinc- 
ture of iodine four times, and of carbolic acid one 
and one-half times. This may result in the ap- 
pearance of some of our old antiseptic friends in 
a new dress, so to speak, which will very much 
increase their “surgical appeal.” 
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leaflet issued for the past year by the Com- 

mittee on Hospital Service of the American 
Hospital Association will appear in HOSPITALS 
under the title “H. C. I. in the News.” 


It will bring to our readers the latest informa- 
tion on the fastest growing movement in America 
—information about new plans, expansion of old 
plans, changes in rates and benefits, the action of 
the Council on Hospital Care Insurance; in short, 
the increasing influence of group hospitalization 
as a social force in our country. 


BB eateries with January, 1939, the news- 


a 


On November 14, all members of the Council on 
Hospital Care Insurance met in Chicago at the 
American Hospital Association headquarters. Dis- 
cussion centered mainly around future activities 
and budget of the Council. 


A model enabling act was submitted to the 
Council and approved with the understanding that 
it will merely serve as draft to states wishing such 
legislation. It has since been sent to groups work- 
ing towards new legislation with regard to hos- 
pital service plans in Tennessee, Iowa, Michigan, 
Wisconsin, Virginia, and Nebraska. A copy is 
available to any interested groups: who may write 
the Committee on Hospital Service. 


The Council, after some discussion, came to the 
conclusion that only previously published financial 
and statistical data of the non-profit hospital 
service plans should be made available to private 
insurance companies, regardless of the company’s 
standing or the enrollment of its employees in local 
hospital service plans. Individual plans may, of 
course, make such information available to private 
companies if they wish to do so. 


It was announced that a questionnaire regard- 
ing reciprocity had been sent to the 52 plans fully 
approved or approved as to form of organization. 
The questionnaire asked whether the hospital care 
insurance plan would accept as a subscriber any 
person or family transferring to their community 
who was an active paid-up member of another ap- 
proved hospital care insurance plan. It was 
answered in the affirmative by the first thirty 
plans answering the questionnaire. Final results 
will be announced next month. 


ee 


The Hospital Service Plan of New Jersey an- 
nounced in November that it had taken over the 
operation of the Hospitalization Plan of the Eliza- 
beth General Hospital of Elizabeth, New Jersey. 
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The Elizabeth plan has been in operation during 
the past six years and has an enrollment of ap- 
proximately 28,000 persons. Each person enrolled 
in the Elizabeth Plan will continue to receive bene- 
fits in accordance with the provisions of their con- 
tract until the end of their contract year; at that 
time they may apply to Hospital Service Plan of 
New Jersey for continued coverage. 


In a statement issued to subscribers by the Pres- 
ident of the Elizabeth General Hospital and Dis- 
pensary, he said, “On June 14, 1938, the Governor 
of New Jersey, the Honorable A. Harry Moore, 
signed an Act, 366, providing for the administra- 
tion of such business by any hospital or other 
organization except a hospital service corpora- 
tion.” 


Plan for Hospital Care of New Haven, Connec- 
ticut, has made contracts with the St. Francis, Mt. 
Sinai and Manchester Memorial Hospitals in Hart- 
ford, the Middlesex Hospital in Middletown and 
the Charlotte Hungerford Hospital in Torrington, 
and has opened a branch office at 18 Asylum 
Street, Hartford, where they will begin enrollment 
in that territory. 


en 


Plan for Hospital Care, Chicago, extended its 
benefits to full coverage for all members, begin- 
ning November 1, 1938. At the same time, the 
Plan was made available to relatives other than 
husband and wife and unmarried children under 
nineteen years of age. 


The new classifications include mother, father, 
children over nineteen, sisters and brothers who 
are financially dependent upon the employed sub- 
scriber, other relatives living in the household of 
the subscriber, and household employees. Each 
sponsored subscriber begins a new contract and 
has the privilege of including his family members 
at the family rate. Sponsored subscribers have 
the same privileges under the Plan as original 
subscribers. 


contenant poem 


On Monday, November 21, 1938, the Associated 
Hospital Service of New York announced the en- 
rollment of its one millionth subscriber, Louis E. 
Cromwell of Astoria, Long Island, a mail carrier. 
On a radio program over WOR-Mutual Broad- 
casting System network that afternoon, Mr. Crom- 
well appeared with Frank Van Dyk, executive 
director of the plan. Mr. Van Dyk also reported 
the birth of the ten thousandth baby under provi- 
sions of the plan. 
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Blood Bank Service 


KARL A. MEYER, M.D., LEONARD H. WEISSMAN, M.D., and J. LESTER WILKEY, M.D. 


OLE blood as a therapeutic agent has 
Wee advocated since the period of Pliny 
and Celsus, when people drank the blood 
of dying gladiators, through 1615 during the age 
of the animal to man transfusions, until finally the 
French banned them for the next 150 years be- 
cause of fatalities. In 1818 Blundell revived inter- 
est by using human blood for transfusion. This 
stimulation resulted in Maragliano’s discovery of 
the isolysins. However, fatalities continued to 
occur until Landsteiner in 1901 recognized group- 
ing and finally Jansky and Moss, in 1907, re- 
organized and further clarified blood types. 


This knowledge advanced the cause of trans- 
fusions and resulted in many methods of obtaining 
and conveying the blood. The obvious remaining 
difficulty in giving blood was the lack of an ade- 
quate anti-coagulant. This was solved in 1914 
when Agot performed the first transfusion using 
citrated blood. 


During the World War Dr. E. H. Robertson of 
the U. 8S. Army, realizing that many lives were 
lost because transfusions could not be given 
promptly, made use of citrated blood preserved in 
dextrose. Blood was obtained from healthy or re- 
covered soldiers at the rear and kept in refrigera- 
tors until it could be delivered to the front lines. 
Nothing further was done until in 1929 the Rus- 
sian, Yudin, following Shamov’s experiments be- 
gan using preserved cadaver blood. Since then 
thousands of transfusions of this type have been 
given with apparently good results. In March, 
1937, after three years of extensive research in 
the preservation of blood, Dr. Bernard Fantus, 
Director of Therapeutics at Cook County Hospital, 
was instrumental in establishing the first living- 
donor blood bank in the world. 


Source of Blood 


The staff was not inclined to use cadaver blood 
because the blood has to be drawn within six 
hours after death on otherwise healthy individuals 
who died suddenly. Obviously, the supply of 
donors in this country would not be sufficient to 
meet the demand. The Cook County Hospital ob- 
tains its donor blood from friends and relatives 
of the recipient patients and from patients who 
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are in need of a therapeutic venesection, as for 
arterial hypertension and cardiac decompensation. 


Personnel 


The personnel in the blood bank consists of a 
paid director, Dr. Elizabeth H. Schirmer, two tech- 
nicians, and a dishwasher. There is also a consul- 
tant attending staff consisting of Dr. Karl A. 
Meyer, Dr. Bernard Fantus, and Dr. Lindon Seed. 
With this staff and the occasional help of the 
obstetrics resident, it is possible to maintain a 
24-hour service. In addition, emergency blood 
chemistry determinations are done, solutions and 
reagents for ward laboratories, and hypodermic 
medication in multiple dose ampuls are prepared. 


Equipment and Maintenance Cost 


According to a recent estimate minimum initial 
expenditure of $5,000 would be necessary to estab- 
lish a blood bank if no equipment is available. 
This figure does not include personnel, nor cost 
of chemical, bacteriological, or serological pro- 
cedure. The initial cost of our blood bank service 
at Cook County Hospital was $1,500. The average 
cost per transfusion including personnel and main- 
tenance of equipment is approximately $1.00. 
Quite obviously, this figure is inversely propor- 
tional to the number of transfusions prepared. 


The blood bank should be located in a room 
adjacent to the sterile supplies department, thus 
making the still and sterilizers convenient. The 
electric refrigerator, a reliable one, must average 
2 degrees C. and not rise above 4 degrees C. The 
refrigerator should be large enough to allot space 
in proportion to the occurrence of the four blood 
types (4 per cent, AB; 36 per cent, A; 15 per cent, 
B; 45 per cent, C). Other space must be allotted 
for bloods as yet unclassified, for bloods of specific 
value, and if the laboratory is to dispense cor- 
puscle suspension, blood plasma and prenatal 
blood as is done at Cook County Hospital, addi- 
tional space must be provided. The centrifuge 
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must be large enough to accommodate 250 cc. 
flasks. A small incubator, a good microscope, - 
miscellaneous equipment peculiar to this type of 
laboratory and sufficient lighting constitute the 
remaining auxiliary equipment. The laboratory 
facilities for blood chemistry, bacteriology, and 
serology must be available. 


Donor’s Blood Container 


All glassware, tubing, stoppers, and needles 
require careful handling to prevent clotting and 
transfusion reactions. The 100 cc. erlenmeyer 
flask contains 70 cc. of 2.1 per cent sodium citrate 
solution in normal salt solution. The rubber stop- 
per carries two glass tubes. One is connected to 
a short glass tube connected by rubber tubing to 
a 2-inch No. 13 needle by means of a No. 1 Luer 
adapter. The aspirator, needles, and tubing are 
wrapped in gauze, cotton padding and held to the 
neck of the flask by a rubber band. This is then 
covered by a parchment hood with two layers of 
muslin over all, and tied with gauze. The outfit is 
auto-claved for 20 minutes at 15 pounds pressure. 
This plus two sterile cotton plugged test tubes for 
typing and serology constitute the blood drawing 
unit as it is turned over to the interne. The donor 
should have an empty stomach and not be under 
the influence of alcoholic stimulants. The former 
is to avoid a lipemia and the latter to avoid a false 
Wassermann reaction. An accurate history of the 
donor’s present physical condition as well as an 
inventory of his previous illnesses may make the 
blood especially valuable because of possible spe- 
cific antibodies. A tag with this information ac- 
companies each donor flask. 


Blood Drawing Technic 


The blood is drawn by the usual venesection 
technic. Before inserting the needle into the vein 
some of the citrate should be permitted to run 
into the tubing and needle. The flask receiving 
the blood should be about 18 inches below arm 
level to aid flow by gravity. Gentle rotation of 
the flask insures mixing of the citrate and pre- 
vents clotting unless more than 500 cc. are drawn. 
The final concentration of sodium citrate in the 
570 cc. of fluid is 0.3 per cent. The two sterile test 
tubes are half filled with blood from the residue in 
the rubber tubing. 


Typing 


The typing procedure used is simple but satis- 
factory. A potent supply of sera of types A and 
B is maintained by pooling several quantities of 
serum of known types. At the time the blood is 
to be used it is cross-matched from the test tube 
samples to avoid reactions caused by sub-groups. 
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Tests on Donor Blood 


For the first year cultures in dextrose broth 
fermentation tubes were made routinely and in- 
cubated until the time the flask of blood was to 
be used. This has been discontinued since blood 
has been found to be bacteriostatic, especially at 
the temperature it is stored. Following a long 
series of controls we have found that our technic 
does not require a special room with bacteria-free 
atmosphere as does the preparation of serums. A 
gross sedimentation rate is made and if unduly 
rapid the blood is discarded. 


A Kahn test on the blood is routine and the 
Wassermann used as a check. These tests are re- 
ported to the blood bank every 24 hours. Positives 
are not dispensed but sent to bacteriology labora- 
tory to be used for preparing culture media. Al- 
though according to some authorities the Trepo- 
nema Pallida cannot survive 5 days of exposure 
to the temperature of the refrigerator we do not 
take this chance. The non-protein nitrogen and 
creatinine are determined on the donor blood and 
if the non-protein nitrogen is over 35 MG. or 
creatinin over 2.5 MG. the blood is discarded. 


It must be remembered that the red cells be- 
come more fragile as they age and that handling 
increases hemolysis. Handling is the greatest 
single cause for hemolysis. 


Length of Storage of Blood 


Blood after ten days is not used although there 
are specimens that do hold up longer than this 
period. After this time the percentage of reac- 
tions increases rapidly. Many institutions use 
blood four and five weeks old. However, our turn- 
over is so rapid that loss from all sources includ- 
ing positive Kahn reactions is only 11 per cent a 
month. 


Preparation and Administration of the Recipient 


The recipient’s flask is prepared sterile as is the 
donor’s, with the addition of a 5-inch pyrex fun- 
nel and a 2-hole stopper with another piece of 
glass tubing as an air vent. Genuine Swiss bolting 
cloth, 150 regulation mesh, is used over the funnel 
as a filter. The staff physician desiring preserved 
blood sends 5 cc. of whole clotted blood to the lab- 
oratory. This is typed and then cross-matched as 
a precaution against subtypes. The compatible 
donor blood is then checked for evidence of de- 
terioration in the form of hemolysis and clots 
noted. Supernatant fatty plasma present has been 
found to be of no significance. The donor blood is 
slowly mixed and 5 cc. put aside as a later check 
for the etiology of possible reactions. The bulk 
of the blood is then filtered into the recipient’s 
flask and an equal quantity of salt solution added. 
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The funnel is removed and the flask is capped, 
labeled with recipient’s name, ward, type, and the 
staff physician notified. Blood can thus be pre- 
pared within 45 minutes. When the flask is dis- 
pensed a phleboclysis set with tubing of trans- 
parent Para rubber is issued for administration 
of the blood. 


The cold blood is no longer heated because over- 
heating by the interns was common. Since the 
blood is given slowly, 40 to 60 drops per minute, 
shock from cold does not occur. 


Reactions 


Patients receiving transfusion should be 
watched for signs of restlessness, anxiety, gen- 
eralized painful tingling especially in the lumbar 
region, sensation of fullness in the head, pre- 
cordial fullness, dyspnea, marked flushing of the 
face, sudden rise of pulse rate, and temperature, 
signs of shock such as a cold, clammy skin, rapid 
feeble pulse, nausea, and vomiting. These are 
indications that the transfusion should be stopped 
immediately. 


A delayed reaction may set in one or two hours 
following administration. There may be a severe 
chill and a sharp rise in temperature with or with- 
out subsequent hemoglobinuria and oliguria. So- 
dium bicarbonate administration to alkalinize the 
urine is advisable at the first evidence of hemoly- 
sis. Jaundice, if caused by the transfusion is 
usually not evident until 8 to 10 hours later. 
Occasionally reactions of an allergic type occur, 
manifested by urticarial eruption and eosino- 
philia. This is relieved by epinephrine. Because 
such reactions can often be traced to persons 
hypersensitive to foods, they can usually be pre- 
vented by having this donor fast before the blood 
is taken. 


Dr. Bernard Fantus and Dr. E. H. Schirmer, by 
the technic described, have practically eliminated 
all reactions due to preservation technic. Reac- 
tions now occurring may be classified under three 
headings: (1) host reactions due to patient’s ten- 
dencies, as occurs in cases of sepsis; (2) allergic 
reactions due to passive transfer or to active al- 
lergy of the recipient; and (3) hemolysis reactions 
due to sub-types of blood not as yet tested or so 
low a hemolysis titer than it is not detected in the 
period of observation taken for cross matching. 


The first 1,500 transfusions by the Blocd Bank 
results in 10 per cent reactions, the next 1,800 
in 5.9 per cent. This includes many in whom only 
mild reactions such as fleeting temperature rises, 
a sense of chilliness, etc., occurred, but whom 
nevertheless benefited by transfusion. The per- 
centage of definitely injurious reactions is de- 
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creasing as the service becomes better established 
and errors in technic are avoided. 


Results of the Establishment of the Blood Bank 


Four thousand four hundred transfusions with 
preserved blood have been given since March 15, 
1937. We average at present 330 per month, three 
times as many as given before the bank was estab- 
lished. Analyzing the results we find 80 per cent 
of the transfusions to be clinically beneficial. Of 
these, 7.6 per cent were definitely life saving. In 
17.5 per cent no change was reported, and in 0.55 
per cent changes were injurious. 


The Cook County Hospital has a problem pe- 
culiar to this type of institution in that many of 
the patients entering the hospital are anemic and 
undernourished and therefore more transfusions 
are indicated per capita than in other types of 
hospitals. Many of these patients can be built up 
in a short time by repeated transfusions before 
undertaking surgical procedures and in strictly 
medical cases the morbidity can be decreased. Of 
the total number of patients receiving blood trans- 
fusions 9 per cent received 2, 3 per cent received 
3, and 13 have received 5 transfusions. One indi- 
vidual each have received 8, 9, 11, 14, and 18 
transfusions. Some of these patients were of the 
rarer types AB and B and it would have been 
difficult to supply them with sufficient blood if 
compatible donors had to be secured, by the usual 
methods. 


The distribution of numbers of transfusions by 
services for the first six months of 1938 are as 
follows: surgical services, 633; medical services, 
380; obstretrics—septic, 360, others, 64; pedia- 
trics, 341 (not including intramuscular blood) ; 
contagious, 96; special services, 186. 


The Cook County Hospital has permitted other 
charity institutions to establish credit with the 
Blood Bank and thus blood can be furnished these 
institutions on short notice. 


Transfusions with preserved blood have prac- 
tically replaced all our other types of transfusions. 
Occasionally a direct transfusion is performed 
with the Scannel Apparatus. In the past year and 
a half only six such transfusions have been given. 
However, direct transfusions have indications and 
should perhaps be given more frequently. The 
ease with which transfusions can be given with 
preserved blood discourages their use. For in- 
stance, blood is of no use when white blood cells 
or platelets are desired because neither of these 
are present to any extent in preserved blood. Up 
to this time the following varieties of preserved 
blood have been made available to the hospital 
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staff, whole citrated blood, erythrocyte suspen- 
sion, non-specific serum, and blood for intramus- 
cular use, especially that obtained from expectant 
mothers for the premature infants at Children’s 
Hospital. 

Conclusions 


The Blood Bank at the Cook County Hospital is 
no longer in the experimental state. It has proven 
its worth to the hospital in that it furnishes blood 
to those who otherwise would be denied its bene- 
fits by making it easy to give the blood and easy 
to obtain it. In cases of emergency, blood can be 
obtained quickly and a transfusion prepared and 
started within 45 minutes after the patient enters 
the hospital. Technic reactions are minimized be- 
cause trained technicians type, cross-match, and 
prepare the blood. 





The disadvantages of a blood bank are: (1) 
That it is feasible only in large institutions (un- 
less a group of hospitals cooperate) ; (2) that pre- 
served blood loses certain properties of fresh 
blood; and (3) that preserved blood has a ten- 
dency to hemolyze. 
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Sound Proofing 


The basic principles in sound proofing a hospi- 
tal are two—first, prevent the creation of noise, 
and second, sound proof against the transmis- 
sion of noise as near the point of origin as pos- 
sible. 


Ordinarily service rooms, diet kitchens, etc., are 
the major sources of noise. Corridors, if floors 
are of non-resilient material, may be serious 
offenders. 


Some reduction of noise may be secured by rub- 
ber plating utensil racks and similar spots where 
metal on metal impacts are common. Racks can 
be secured which are “rubber-plated.” All these 
devices tend to reduce noise production but alone 
are not adequate to attain the desired degree of 
noise reduction. 


Further reduction can be secured only by in- 
stallation of sound proofing materials. In exist- 
ing buildings, it is rarely practicable to do more 
than treat the ceilings, but even this gives such 
definite and satisfactory results that it is more 
than worth while. The cost of such installations 
varies according to the character of the base to 
which they are applied, and to the efficiency of 
the materials used, but in general does not ex- 
ceed forty cents per square foot of area treated, 
and under favorable conditions may be materially 
less. 


Other than the treatment of service rooms and 
corridors, the treatment of labor and delivery 
rooms is most common. In this case, while the 
ceiling treatment and some attention to the doors 
and corridors are the principal points of attack, 
the rooms may be so located that noise transmis- 
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sion through windows is also a vital problem. 
When this is the case the use of a double pane 
sash will be found to give a fairly satisfactory 
reduction of the noise transmitted by this route. 





F. Virginia Ludekens 


F. Virginia Ludekens, for many years superin- 
tendent of the Homestead Hospital, Pittsburgh, 
Pennsylvania, died recently. Miss Ludekens had 
previously served as superintendent of Children’s 
Hospital, Philadelphia, and as superintendent of 
the Atlantic City Hospital. 


Miss Ludekens had served in her early life as 
a nurse with the English forces during the Boer 
War. Over a long period of years Miss Ludekens 
was engaged in hospital administrative work. She 
is one of the best known among the Pennsylvania 
hospital superintendents. She is generally credited 
with having established the Homestead Hospital 
as one of the best institutions of Pennsylvania. 


In speaking of Miss Ludekens and her work, it 
was said: 

“She was courteous, considerate, and always 
helpful in every good work. Not only was she 
efficient in her professional realm, but she also 
exemplified the spirit of the Great Physician as 
she moved among, and ministered unto, the sick.” 





Frederick William Steinbock, M. D. 


Dr. Frederick William Steinbock, M.D., who has 
been superintendent of The Dr. E. C. Hazard Hos- 
pital at Long Branch, New Jersey since 1924, died 
on November 7, 1938. 
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Air Conditioning 


LUCIUS R. WILSON, M.D. 


ularized during the past few years and has 

been applied to such a large assortment of 
mechanical devices that the expression without 
an explanation of its application is practically 
meaningless. Manufacturers of fans connected 
with a duct system to create circulation of air will 
refer to their product as an air conditioning unit. 
The noise of the fan and the presence of air 
currents gives assurance to the owner that his 
room or building is air conditioned. From this 
primitive piece of equipment we pass upward 
through a maze of mechanisms of varied types 
and efficiency to the truly air conditioning equip- 
ment. With the market so cluttered with equip- 
ment manufactured for sale rather than efficiency, 
it is no wonder that the hospital administrator 
desiring to air condition a unit of his hospital has 
a perplexing problem to solve in selecting the 
proper equipment. He has one assurance, though, 
and that is, the manufacturers of this kind of 
equipment can supply the proper type if he can 
decide on what his requirements are. His decision 
can best be made through the aid of an air con- 
ditioning engineer and there are many available 
men qualified to render this service. 


T HE term “air conditioning” has been so pop- 


Elements of Air Conditioning 


Air conditioning in its strictest sense should 
consist of reducing or raising the temperature of 
the air to the desired degree, accurate control of 
humidity, cleansing the air to remove foreign 
materials, maintaining the proportion of gases as 
they exist in our atmosphere, removal of odors 
when necessary, and sterilization when desired. 
There are several manufacturers today who can 
provide equipment to do all of these, or if it is 
not necessary to treat the air so thoroughly, any 
combinations of the treatments can be selected 
and the non-necessary procedures omitted. 


When air conditioning is discussed our first re- 
action is to think of cooling air to escape the high 
summer temperatures. This is the most common 
practice but there are places, and they include 
one hospital to my knowledge, where air condi- 
tioning is used in the winter time with heated 
air. It is just as desirable to control humidity 
and cleanse air in the winter as in the summer 
and in the near future it is quite probable that air 
conditioning installations will be so constructed 
that they will be used twelve months each year. 
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If hospitals do this, it no longer will be necessary 
for patients to travel from place to place as our 
seasons change in an effort to find a beneficial 
climate. The hospital in their community will 
have the proper climate within its walls. 


Desirable Humidity 


The relative humidity usually desired is between 
fifty and sixty per cent. This is obtained either 
by adding or removing moisture. Moisture is 
added by a humidifier which usually consists of 
dampened fabrics, water vapor, or water sprays. 
To remove excessive moisture, condensation is 
obtained usually by passing the air over cold coils. 
The percentage of humidity can be regulated by 
means of humidistat, but should be checked regu- 
larly by wet bulb readings. 


Cleansing the Air 


Cleansing air is performed by filters of which 
there are a large variety. The more common 
types are: spun glass, water sprays, vegetable 
fiber, cloth, and oiled plates. Usually, spun glass 
or fiber is used because of effectiveness and cheap- 
ness of operation. These filters remove from the 
air a very high percentage of dust particles, pol- 
lens, fibers, and other foreign particles which are 
injurious to many patients and the presence of 
which is not desirable to healthy individuals. 


Hazard of Stale Air 


Where air conditioning is employed, care should 
be exerted to prevent air in any space from 
becoming stale. This stale condition results from 
the utilization of a portion of the oxygen in the 
air and the accumulation of respiration waste 
materials, chiefly carbon dioxide. This usually 
is the result of an attempt to economize and either 
use an air conditioning unit of insufficient capac- 
ity or failure to use a large enough proportion of 
fresh air. The usual proportion of air is one-third 
fresh air and two-thirds recirculated air. Some 
attempts have been made to absorb the carbon 
dioxide from the air and add oxygen, thereby elim- 
inating the necessity of fresh air, but the expense 
involved is greater than conditioning the required 
small percentage of fresh air and the results have 
not been as satisfactory. 


8&3 








Removal of Odors 


The removal of odors still requires the atten- 
tion of air conditioning engineers and there is 
room for much improvement in this phase of air 
conditioning. The most common and irritating 
materials remaining in conditioned air are the 
products of tobacco smoke. The solid particles 
of smoke are easily filtered out but the gaseous 
materials remain. This problem fortunately does 
not greatly affect hospitals as smoking privileges 
are limited. The odor with which hospitals must 
contend is the odor accompanying certain dis- 
eases. Ionization has proven of benefit in dealing 
with this condition but does not entirely control it. 


Air Sterilization 


Sterilization of air is particularly desired in 
operating rooms where it is contended by many 
that circulation of air tends to increase hazard of 
infections. Conclusive investigation has not as 
yet been made of this contention and it is to be 
hoped that some hospitals in conjunction with 
some manufacturers of air conditioning equip- 
ment will make a thorough study of this problem. 
At present sterilization of air is accomplished to 
some degree by subjecting it to ultra violet light. 
Where the air is treated by light at some point in 
the circulation system and then forced on into 
non-sterile areas little good can be expected. 
Where ultra violet light is used on the operating 
field, much discomfort results to the physicians 
and even the patients. 


Time to Install Air Conditioning Units 


It is most unfortunate that good air condition- 
ing installations are expensive as this tends to re- 
tard its development in the hospital field. If the 
equipment is installed in a building as it is built, 
the cost is somewhat comparable to the cost of the 
heating equipment. If it is installed in an old 
building the cost is greater, as many difficulties 
are encountered in locating the ducts, radiators, 
and the machinery. Furthermore, the ducts can- 
not be concealed and an unsightly appearance is 
the result. The operating expense is also some- 
what comparable to the cost of heating. For 


these reasons very few hospitals have been air 
conditioned throughout. Instead, many hospitals 
have installed small units in special departments 
where the usefulness of air conditioning has been 
fully demonstrated. 


Operating and Delivery Rooms 


The operating room is the unit most commonly 
air conditioned. Before air conditioning was used 
in operating rooms, patients whose temperatures 
are normal upon entering the operating room 
returned to their rooms after operation with an 
elevation of temperature, due chiefly to the fluid 
loss from perspiration while under heavy drapes. 
Doctors and nurses in their heavy gowns were 
most uncomfortable and how often have we seen 
the time of our nurses utilized in mopping the 
brows of perspiring doctors. Air conditioning 
removes these difficulties. 


The delivery rooms are also a popular unit for 
air conditioning for the same reasons mentioned 
in connection with the operating rooms. 


Nurseries 


Babies in air conditioned nurseries do not have 
heat rash, are free from diarrhea, sleep soundly, 
and more quickly regain their birth weight than 
babies in non air conditioned rooms, so the nurs- 
ery also is a popular division for air conditioning. 


Conditioned Air for Allergic Patients 


Allergic patients quite often obtain complete or 
partial relief from their suffering in air condi- 
tioned rooms, so many hospitals now provide air 
conditioned units for them. 


Many other units in various hospitals have been 
air conditioned for special reasons but those just 
mentioned are more generally selected when funds 
do not permit more general installation. 


As air conditioning engineers improve the 
equipment and manufacturers increase produc- 
tion, the cost of air conditioning installation and 
maintenance will decrease, thereby permitting 
hospitals to more generously use this facility for 
the comfort of their patients and employees. It 
is to be hoped that day is near at hand. 
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Hospitals Day by Day—Some Pointed 
Paragraphs 


E. M. BLUESTONE, M.D. 


q A thought for the voluntary hospital: We 
have no contact with philanthropy—only a gen- 
tleman’s agreement. 


@ The right of an employee to appeal from an 
adverse decision is inalienable. 


@ Making sure that the right patient received 
the right dose of the right medicine at the right 
time is an obligation worthy of any hospital ad- 
ministrator. 


@. Hospital prophets should be given time limits 
when they look into the future; otherwise, we 
shall be misguided in formulating our policies for 
a later day. 


@ There is something anthropomorphic about the 
word “Capital,” and, “anthropos,” to certain sec- 
tions of Labor, means “a man,” no matter where 
he is or how sick he is. 


@ The doctor who does not seek the line of least 
resistance and selects the obscure rather than the 
obvious in clinical medicine, is at a premium in 
hospitals. 


q@ A spade need not be called a spade when the 
English language contains designations that are 
more euphemistic and less aggravating to the sick 
and to those who are intimately concerned about 
them. 


q@ As every administrator knows, physicians and 
surgeons have selective interests in various kinds 
of clinical material. This bit of knowledge should, 
therefore, be used to the best advantage of the 
patients. 


@ You don’t have to have a strike to feel its ef- 
fects. There is such a thing as a psychological 
state of war caused by saber-rattling and sabo- 
tage, as every one living in our time knows. 


@ There is a difference between armchair and 
bedside administration. 


@ The “home for incurables” strikes not only at 
the patient and his friends, but is a reflection on 
the science of medicine, for who shall say when 
a patient is beyond all possible means of medical 
help. 


q Always give the patient the benefit of any 
doubt. 

@ Some of the incurable patients of yesterday 
are the curable patients of today. It is, therefore, 
reasonable to expect that some of the incurable 
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patients of today will be the curable patients of 
tomorrow. 


q@ The criteria of scientific interest, prognosis, 
curability, age and economic condition should 
never be established as an instrument of policy 
by those who are responsible for the maintenance 
of humanitarian institutions. 


q@. The tendency to formulate policies, to promul- 
gate rules and regulations, and to develop schemes 
of organization with the expectation that patients 
and personnel will surely be adjusted to them, is 
bound to defeat the purpose of the hospital in the 
long run. 


@ That there is enough justification for the 
“s.0.s.” and “p.r.n.”, practice with certain pa- 
tients, under certain circumstances, cannot be de- 
nied, but the habit of indiscriminate prescription 
without adequate control before, during and after 
the administration of a drug, can only be con- 
demned as subversive of good medical practice. 


q@ If the failures were reported as often as the 
successes, and if the successes were checked back 
from year to year to discover whether time has 
compelled any changes in conclusions reached 
earlier, case histories would have greater scien- 
tific value. 


@ A patient should not be expected to consent 
to a major operative procedure until his confi- 
dence has been won for the operator and the op- 
eration. It is part of the surgeon’s duty to con- 
vince the patient of the need for such radical 
treatment, and this cannot always be accomplished 
by deputy. 


@ We should have more case histories in our pro- 
fessional meeting rooms for we, too, are in a sense 
clinicians who must deal with certain administra- 
tive problems in a therapeutic way. 


@ The administrator who lives up to all the re- 
quirements of good leadership may expect to be 
looked upon at times, particularly by those who 
chafe under restraint, as the symbol of oppressive 
rules and regulations. There is no complete and 
infallible remedy for the situation. The ad- 
ministrator who would protect his office from the 
demoralizing inroads of the unfriendly critic 
must be willing to make frequent clear statements 
of policy and explain matters patiently. 















Sound Absorption for Hospitals 






PAUL J. WASHBURN 


OISE PROBLEMS in hospitals today are 
N brought about largely by the use of fire- 

proof and sanitary materials in the con- 
struction of the building. Plaster and tile walls, 
terrazzo or tile floors, metal and stainless steel 
equipment, are all conducive to generating noise 
when other objects come in contact with these 
surfaces. Also, noise generated by talking or any 
of the above mentioned reasons, will not be ab- 
sorbed by these reflective surfaces. Thus, it be- 
comes essential that those in charge of hospitals 
know how to handle at least the more severe noise 
problems, if not all of the noise problems that 
they encounter. The object of the presentation 
of this paper is to give practical methods of an- 
alyzing and solving the noise problems in your 
respective hospitals. 


We will recognize the many requirements that 
must be fulfilled by any material used in hospital 
construction. In the case of sound absorbing ma- 
terials, which are usually installed on the ceilings, 
it is important, although not necessarily essential, 
that they be of the type that can be suspended in 
order to hide ducts and pipes. The maintenance 
problem is greatly reduced when ducts and pipes 
are concealed. Light reflection, particularly from 
the ceiling, is very important. Baked enamel sur- 
faces on sound absorbing materials permit a more 
permanent light reflection than painted materials. 
Likewise, the material selected should be easy to 
clean by washing. Again baked enamel surfaces 
are most desirable. Paintability is usually a fac- 
tor, although painting of baked enamel should not 
be necessary for a period of twenty to twenty- 
five years. 


A point frequently overlooked in selecting sound 
absorbing material is the ability to remove the 
tile units with a minimum of trouble and break- 
age. It is frequently necessary to have access to 
pipes, ducts, and conduits behind the ceiling. By 
selecting an acoustical material that can be easily 
removed, the maintenance cost of the building is 
lowered accordingly. 


Attacking the Noise Problem 


In analyzing your own hospital and the manner 
in which to attack the noise problem, it is neces- 
sary to understand what is meant by noise and 
the unit of measure. 


Noise is aptly defined as “undesired sound.” 
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At one time all sounds not pleasing were termed 
noises, but this definition is open to exception. 
Even the cadence of a Wayne King waltz can be 
noise if it emanates from a neighbor’s radio at 
three o’clock in the morning. Likewise, the sound 
of rushing water would not be called noise by a 
thirsty individual to whom it promised a drink. 


Classifying Noises 


In an effort to compare and classify noises, a 
special measuring technique has been developed, 
built around that unit with the strange name— 
the decibel. A one decibel change in sound in- 
tensity corresponds roughly to the slightest change 
in loudness that can be distinguished by the hu- 
man ear. As a matter of fact, the actual deriva- 
tion of the decibel is no more important to the 
average man than is the derivation of the degree 
Fahrenheit. If we wish to describe the hotness 
or coldness of our surroundings, we say “the tem- 
perature is 80°,” or “the thermometer reads 20° 
out-of-doors,” and other persons know from their 
own experience what we mean. When the decibel 
scale becomes more widely known and understood, 
it will be as informative as the temperature scale 
is when we say “the noise level is 80 decibels,” 
or “20 decibels,” as the case may be. Briefly re- 
viewing the history of the decibel, we find it is 
one-tenth of a Bel (a unit named by the telephone 
engineers after Alexander Graham Bell), and sig- 
nifying in telephony a certain increase or decrease 
in sound or electrical intensity. Essentially, it 
represents a ratio between two quantities. In 
sound it is used to indicate the ratio of energy 
existing between any given sound and the faintest 
sound that the ear can hear. 


The decibel thus stands to sound in somewhat 
the same relationship that the degree Fahrenheit 
stands to heat, where, for example, we would de- 
note the amount of physical discomfort to be expe- 
rienced in a certain room by the number of “de- 
grees Fahrenheit” existing between the tempera- 
ture of that room and another reference room in 
which one could remain in absolute comfort. Sup- 
pose 70° represented this comfortable tempera- 
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ture, then another room of 100° would certainly 
be classed as uncomfortable, and 30° would meas- 
ure the temperature causing the discomfort. As- 
sume the temperature is now reduced from 100° 
to 90°. It is only a 10° reduction, but it goes with- 
out saying that this represents a tremendous in- 
crease in comfort. It works out similarly in the 
case of sound. A 50 db. level is that of a quiet 
office; 60 db. that of a noisy office. If the 60 db. 
level be reduced to 50 db., the actual reduction is 
only 10 db., but the increase in physical comfort 
and well-being is enormous. As you walk down a 
city street and pass by a riveting machine at work, 
you are conscious of a terrific din. If the ma- 
chine suddenly stops, the surroundings seem by 
contrast almost quiet. Yet here the actual sound 
level has been reduced only about 10 db., from ap- 
proximately 90 db. to 80 db. It is good fortune 
indeed that sound-absorbing materials of high ef- 
ficiency, properly installed, are very frequently 
capable of quieting noisy rooms and offices by an 
easily calculable amount—usually as much as 
10 db. 


Measuring Noise 


Noise can be measured by a portable apparatus 
called the “noise meter.”’ It will record the loud- 
ness in db. that can be visibly read on dials. Thus, 
it is possible to have a complete survey made of 
the hospital, including diet kitchens, sterilizing 
rooms, nursery, corridors, or other areas where 
noise is being generated. Most manufacturers of 
acoustical materials have such equipment in their 
local offices. More noisy locations should be 
treated, particularly when they are adjacent to 
areas that are occupied by patients. 


To those who have never analyzed their hos- 
pitals from a noise standpoint, or to whom the 
term “decibel” and the expression “sound absorp- 
tion” seems vague, remember that the acoustical 
industry has been in existence for many years. 
A list of hospitals that have been using sound ab- 
sorption materials for ten, fifteen, or twenty years, 
is quite long. 


How One Hospital Solved the Noise Problem 


An interesting example of the manner in which 
to attack the noise problems was_ experi- 
enced by Dr. MacLean and Dr. Clemmons of 
the Strong Memorial Hospital. They both appre- 
ciated the fact that their hospital was noisy and 
had to be quieted in many areas. They had the 
additional problem of falling plaster. Therefore, 
their first desire was to select a material which 
could be installed mechanically (not cemented) so 
the plaster, which subsequently might fall, would 
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simply fall on the suspended acoustical ceiling and 
would not have the slightest possibility of injur- 
ing anyone. There was a considerable amount of 
exposed piping in the hospital where dirt col- 
lected and where maintenance was both difficult 
and expensive. They selected the type of mate- 
rial, which was a perforated metal unit, that had 
Rock Wool as a sound absorbing medium. The 
baked enamel finish provided the low maintenance 
cost desired. The mechanical fastening gave the 
product sufficient strength to catch and hold all 
falling plaster. It could be suspended in order to 
conceal the exposed piping, and last but not least, 
its sound absorbing efficiency was of the highest. 


Making a Noise Survey 


In many cases, there were rooms which did not 
require much sound absorption. Corridors, how- 
ever, were found to be bad offenders in the trans- 
mission of sound. Noise from the diet kitchen or - 
sterilizing rooms would enter the corridor and be 
transmitted throughout that particular floor. 


A noise survey with a noise meter was made 
throughout the entire hospital. Areas in which 
the noise level was 50 db. or more were treated 
with the above described material. In areas where 
the noise level was slightly under 50 db. only part 
of the ceiling was treated with a sound absorb- 
ing material—the remainder was treated with a 
non-sound absorbing material. The corridors in 
particular were heavily treated, likewise, the diet 
kitchen and sterilizing rooms. The examination 
rooms called for treatment on the ceiling and side 
walls as well in order.to eliminate any detrimental 
reflection and to permit an examination in the 
true sense of the word. Special requirements, 
such as rooms with a high degree of humidity 
calls for special material made of Transite, a com- 
bination of Portland Cement and Asbestos Fibre 
that is particularly adaptable to excess humidity 
or damp conditions. 


While the above briefly touches the many points 
involved in the attack of noise problems, yet the 
seriousness of noise was recognized by the Com- 
mittee of the American Medical Association estab- 
lished to study air conditioning. During the eight- 
een months of its existence it sought to establish 
the basic requirements of air conditioning from 
the viewpoint of health and comfort. Early in 
its investigation, the committee was pulled into 
the noise problem as well and in general spent 
much time in analyzing the noise problem and in 
describing the seriousness of it. Those who are 
interested can no doubt secure a more detailed 
report compiled by the committee. In the mean- 
time, it would be well to check your hospital for 
offending areas from the noise standpoint. 
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important members of the personnel of a hos- 

pital and the pharmacy itself is one of its 
most important departments. This may seem an 
exaggeration to you, but coming from a hospital 
administrator who started his hospital career in 
this capacity, I am sure you will forgive me if 
you differ with this statement. However, I am 
just as certain of myself in making this statement 
as any I have ever made for my experience in 
this connection has been entirely positive. 


T= hospital pharmacist is one of the most 


The majority of hospital administrators have 
overlooked this necessary department with its 
many possibilities. These directors have supplied 
their institutions with an adequate staff of nurses, 
interns, anesthetists, dietitians, and other profes- 
sional workers who have an active and intimate 
contact with patients, but I am afraid that they 
have forgotten the man behind the scenes, the 
pharmacist, whose intelligent attitude towards 
professionalism and service is necessary for the 
other professional workers to be successful in the 
front lines. 


The Pharmacist—the Ally of the Physician 


I believe that the physician universally recog- 
nizes the pharmacist as an important ally—a fel- 
low worker with him in the scientific and success- 
ful treatment of sick people. Why then should 
not every hospital administrator feel that a com- 
petent pharmacist, or at least an adequate 
pharmaceutical service, of which I shall speak 
later, should be provided, for his institution. I 
feel that the explanation is that the average hos- 
pital administrator has not been educated as to 
the value of a pharmacist in the hospital and to 
the service that he may render. I am pleased to 
say, that due to a new interest on the part of hos- 
pital authorities and the various national medical 
and pharmacy groups, there has been a new inter- 
est developed in this field with important advances 
in the last several years. Let us hope that this 
awakening interest will grow with enthusiasm, 
and continue the improvement of pharmaceutical 
service to the patient and to the allied professions 
in our institutions that have dedicated themselves 
to the service of the sick. 


Difference in Pharmaceutical Service 


Did you ever stop to think of the difference in 
pharmaceutical service received by different indi- 
viduals? I am sure you would be astounded by 
the facts that could be presented. Did you ever 
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think of the difference in pharmaceutical service 
to the public in the home as compared to the pa- 
tient in the hospital? Again, I think you would 
be astounded. 


In the majority of states there are rather strict 
and stringent regulations set up governing the 
practice of retail pharmacy, but unfortunately 
there are few states which control this prac- 
tice in hospitals. I wonder how many of you 
hospital administrators conform to the require- 
ments of your state laws and as a matter of fact 
I might ask how many of you even know the laws 
of your states in connection with our subject. For 
example, how many of you are aware of the re- 
strictions under the Federal Narcotic Act and 
know whether or not you are conforming to their 
requirements? 


What Is Adequate Pharmaceutical Service? 


I do not wish you to think that I am publicly 
indicting hospital administrators in general, but 
I am attempting to convince them that it is just 
as negligent on their part to furnish inadequate 
pharmaceutical service as it is to have ward maids 
perform the duties of supervising nurses. 


The natural question which must arise in each 
hospital administrator’s mind is what constitutes 
an adequate pharmaceutical service. My answer 
would be to employ a qualified pharmacist for 
full time or part time duty in the hospital or to 
arrange with a local pharmacy to help serve and 
direct the pharmaceutical service, seeing that the 
rules of the state are adhered to and that the 
patients receive the service to which they are en- 
titled. I know administrators of small hospitals 
will feel that they cannot afford a full time phar- 
macist but I hope a program may be worked out 
showing how they may rely on their neighborhood 
pharmacy for an adequate setup for their insti- 
tution. 


I have had a lot to say relative to the value 
and importance of good hospital pharmaceutical 
service, but I have been speaking only in the ab- 
stract. Now for a few moments may I discuss 
the pharmacist as a professional man and his ac- 
tivities in the hospital pharmacy. 


There is an economic side to this question 
which will, of course, vitally affect every hos- 
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In my opinion, however, a full 
time pharmacist can be afforded in every hos- 


pital budget. 


pital of fifty beds or over. You will immedi- 
ately ask how can the expense of a pharmacist 
be justified in his services to the hospital. In the 
first place I should say by safeguarding the pa- 
tients, eliminating errors and in protecting the 
hospital against suits for such errors. This in 
itself is rather an important item in any insti- 
tution. 


In addition he can manufacture a large number 
of official preparations for use at a considerable 
saving over wholesale prices for these same prep- 
arations. He can and should prepare all sterile 
solutions for injections and certain ampules may 
be prepared in a modern and well equipped hos- 
pital pharmacy. He can help develop a formu- 
lary for the hospital which will eliminate a large 
inventory being required and will reduce the cost 
of drugs in this manner. He can purchase wisely 
and at a great saving by purchasing official drugs 
instead of the highly advertised proprietary prep- 
arations. For example, he can purchase sulfanila- 
mide for 17 cents per ounce in comparison with 
prontylin for 63 cents per ounce; phenobarbital 
at 37 cents per ounce in comparison with luminal 
for $6.90 per ounce; barbital tablets at $1.35 per 
hundred in comparison with veronal tablets at 
$3.60 per hundred; theobromin-sodiosalcylate at 
25 cents per ounce in comparison with diuretin at 
$1.85 per ounce. These comparisons are identical 
drugs and from the difference in prices you, who 
are using the proprietary ones, can see what a 
large amount of money you are paying for adver- 
tising. Then, too, your pharmacist can manufac- 
ture household necessities such as floor wax, liquid 
soap, furniture polish, metal polish, tooth paste 
and numerous similar items at a considerable sav- 
ing to the hospital. I believe that if each of you 
would study how much money could be saved just 
by doing the things mentioned in this paragraph, 
you would feel that a full time pharmacist would 
be justified without further facts or figures. How- 
ever, I must go further to give you even more 
convincing facts. 


There should be defined in every hospital a ra- 
tional drug therapy and I cannot see how it would 
ever be possible to do this without the services 
of a pharmacist. This is highly important and 
yet I imagine it has escaped the attention of a 
large percentage of the hospital administrators. 


Educational Value of the Pharmacist 


There is a distinct educational value connected 
with the problem with which we are dealing and 
here again the pharmacist can be of inestimable 
value. The average medical graduate who is in- 
terning knows very little about prescription writ- 
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ing and this fact in a large way accounts for the 
tremendous number of proprietaries that are be- 
ing prescribed. It seems to me that here is offered 
a wide opportunity for the pharmacist to be of 
great service to the young intern in teaching him 
prescription writing. As a matter of fact he 
can usually be of value to many of the older mem- 
bers of the staff as well. There is also furnished 
a rare opportunity for mutual confidence to be 
developed between physician and pharmacist on 
perhaps a better level than any other field of 
pharmaceutical practice. The pharmacist can also 
be given the responsibility of teaching nurses in 
simple pharmaceutical operations. This would be 
of value to them in their work on the wards as 
well as to give them an insight into materia 
medica which always seems so difficult for them 
to grasp. It might even be suggested that this 
pharmacist actually teach materia medica to 
nurses. 


The pharmacist with his background and edu- 
cation may develop so that he can be placed in a 
number of useful positions. With his knowledge 
of the intelligent purchase of drugs he should be 
a very valuable man in the buying of general sick 
room supplies and as a matter of fact could de- 
velop into a satisfactory general purchasing agent. 
He might develop administratively to an impor- 
tant position in the hospital. I know of one 
pharmacist of a fairly large hospital who has com- 
plete charge of the out-patient department. Con- 
sidering the education and professional outlook of 
the pharmacist it seems to me that this is an im- 
portant suggestion which should not be taken too 
lightly. 

Responsibility of the Hospital Administrator 

Toward the Pharmaceutical Service 


In this brief discussion I have tried to convince 
you that there is a definite place in every hospital 
for a competent pharmacist, or at least for ade- 
quate pharmaceutical service. I am sure all the 
reasons given for this need are valid. If for no 
other reason the angle of economics should appeal 
to each of you. To my mind, however, hospital 
administrators should give consideration to this 
question from the angle of service to the patient. 
We have pledged ourselves in formulating hospital 
policies and directing our hospitals to give the 
best service possible to those entrusted to our 
care; we have pledged ourselves to have our hos- 
pitals maintained on a high scientific plane in 
keeping with similar institutions and we have 
pledged ourselves to furnish to the physicians 
working in our institutions a high type accurate 
service in every department. To do this it seems 
to me imperative to maintain a pharmaceutical 
service to fill all of the needs in keeping with the 
other professional departments of the hospital. 
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A "New Deal" in Sound 






HARRY D. CLOUGH, M.D. 


loss of valuable time that used to accom- 

pany attempts to locate people at The 
Rochester General Hospital, for a novel selective 
voice paging system has inaugurated a New Deal 
in communication efficiency. 


G is the annoying din of bells, gone the 


Even before its installation was complete, the 
system had a “baptism of fire,” showing its use 
as a safety factor. The operator was enabled to 
call the three persons required so quickly when 
fire broke out in the nurses’ home that it was ex- 
tinguished before the regular fire department ar- 
rived. 


To get a happy solution to the important prob- 
lem of locating doctors and personnel quickly, at 
the same time not disturbing patients, several 
months of study were spent before actually un- 
dertaking the work. As a result, many thoughts 
especially adapted to hospital service are incorpo- 
rated in it. 


Over a regular broadcasting microphone in a 
sound-proofed studio, messages go to any one, any 
combination, or every one of 60 stations. Any 
part or every nook and corner of 10 acres of 








Sixty speakers at strategic points make possible instant 
paging without disturbing patients 


90 





The Author 


@ Dr. Harry D. Clough is Assistant Medical 
Director of The Rochester General Hos- 
pital, Rochester, New York. 





floor space in the hospital buildings can be reached 
at the same instant. Such fast paging gets the 
doctor in the shortest possible time—and when 
the doctor is really needed, time is the vital con- 
sideration. 


The new paging system differs from any other 
similar system now in use, for it was planned with 
avoidance of annoyance to patients as its basic 
idea. 


It uses low-toned, low-volume speakers covering 
only small areas, accounting for the large num- 
ber used. Because of tremendous variation in the 
acoustical characteristics of various corridors, 
each station has a separate volume control which 
has been accurately adjusted to deliver just the 
right volume required in its particular location. 


Routing Calls 


In the past, incessant ringing of shrill-toned 
telephone bells, for the purpose of locating doc- 
tors, was a source of great annoyance to patients 
and interrupted the work of nurses. There are 
87 lines radiating from the telephone switchboard 
and not infrequently, in the past, the operators 
had to try more than 50 of these in locating de- 
sired persons. Picture the noise and loss of time 
the new system prevents. With it in operation, 
many calls will be heard over single stations only. 
In fact, two-thirds of the stations, the ones which 
handle the vast majority of the calls, are not 
within the hearing of patients. And yet, in an 
emergency, when time is valuable, depressing a 
single key will route the call over all of the sta- 
tions at the same moment. 


Special Signals 


A series of special signals has been arranged 
to promote the two-way efficiency of instant pag- 
ing without undue noise. One is the mellow toned 
Westminster chimes which calls doctors to clini- 
cal or departmental meetings. Another is the 
soft ticking of an electronome which calls the 
night nursing supervisor. She is the person called 
most frequently at night, since her duties require 
a visit to every ward many times each night, 
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never allowing her to stay long in any one place. 
The tick can be heard only a few feet from the 
stations and cannot disturb patients. 


A high frequency buzzer is used to locate the 
night watchman who is always punching his time- 
clock but who is always hard to find. Special code 
calls are arranged with a telegraph sounder after 
the manner of Morse Code signals, covering a 
variety of paging requirements. Ordinarily, the 
paging of doctors is done without any prelimi- 
naries, but in case of an emergency call, a low 
musical tone is sounded, then the person is paged, 
and then the musical tone is sounded again. It 
works like this: (gong) Doctor Brown... Doc- 
tor Brown (gong). 


During. the operation of the paging system 
there is no interference from the telephone 
switchboard. The operators cannot, and do not 
attempt to do two things at the same time. They 
use the paging system only between calls on the 
switchboard. 


The apparatus used is capable of detecting and 
reproducing all those delicate shadings which 
make up an individual’s voice characteristics. 
Absence of these characteristics is one of the 
things that make some sound systems seem harsh, 
unclear and objectionable. 


At the time of the recent fire in the nurses’ 
residence, a note of anxiety in the operator’s voice 
was readily distinguishable, although, in all prob- 
ability, she was entirely unconscious of it. Such 
fidelity of voice reproduction results from the cov- 
erage of the full range of sound frequencies and 
from having sufficient power to reproduce low 
tones. General hospital’s power plant has a large 
enough output to meet all these requirements with 








The telephone operator locates doctors in shortest possible 
time with new voice paging system. Chimes are broad- 
cast to announce clinical or departmental meetings 


ease. In fact, it was planned with a large enough 
reserve to meet all emergencies and to provide for 
future expansion of the system. 


A major share of the wiring of the building 
and of all the rest of the apparatus except the 
switchboard was done by the members of the 
General Hospital’s own engineering department, 
who placed the wires in air-shafts and partitions, 
concealing nearly all of the three miles of wire, 
so that most of the sixty stations seem to be in 
their positions without wire connections. 


~<a 


Insulation 


A two-inch bare pipe carrying steam at eighty 
pounds pressure, and exposed to a room tem- 
perature of seventy degrees fahrenheit, will lose 
by radiation 493 Btu per foot per hour. Twenty 
feet of such pipe will lose 236,640 Btu per day, 
or 86,373,600 Btu per year. 


Coal having a Btu of 13,500 per pound and 
burned at sixty per cent efficiency produces 
18,200,000 Btu per ton. 


Thus the twenty-foot section of bare two-inch 
pipe under the conditions above stated will waste 
the heat from 4.75 tons of coal per year, or if the 
coal costs $5.00 per ton, $23.75. Insulation on 
a two-inch pipe may be expected to save from 
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eighty-five to ninety per cent of this loss, or from 
$20.18 to $21.37 per year. 


Basing its estimate on a similar formula, a New 
York hotel insulated its pipes, boiler doors and 
drums, etc., and the savings in fuel paid the cost 
of insulation in eighteen months. 


The larger the pipe the more the loss. Thus, 
four-inch pipe loses heat almost twice as fast as 
two-inch pipe, and eight-inch pipe loses heat 
more than three times as fast. The cost of insula- 
tion likewise increases with the size of the pipe, 
but the relation of savings in dollars and cents to 
cost of insulation remains sufficiently constant to 
offer a comparable operating economy. 








Hospital Purchasing Agents and Salesmen 


GEORGE U. WOOD 


tion and activities of a purchasing department 
in the modern hospital, if it is to function 
properly as a component part of the hospital: 


Te following principles govern the organiza- 


Centralization 

Personnel 

Records 

Coordination 

Know what you buy 
Standards and specifications 
Fair dealing 


In order that I may stay within the bounds of 
the subject, I shall elaborate on the principle of 
Fair Dealing. 


AQ orf WN 


Fair Dealing 


An essential function of the purchasing depart- 
ment is the building up of dependable sources of 
supply. This can be accomplished by having all 
of the relations with vendors characterized by a 
constant fairness. It should begin with the recep- 
tion of a salesman, which should be prompt, cour- 
teous, and business-like. 


In negotiating with suppliers regarding a pro- 
spective order, fair dealing requires that strictly 
ethical methods be followed by the purchasing 
agent. To intimate to a salesman that his price 
is high, when it is actually low, to introduce imag- 
inary competition in order to quote an extra dis- 
count from the salesman, to misrepresent directly 
or indirectly or by implication to bidders for the 
purpose of exacting concessions which would not 
otherwise be allowed—these are tactics which 
belong to the past era of buying. This may suc- 
ceed now in isolated cases, but the salesman is 
quick to detect the haggling instinct in buyers, 
and when dealing with that type will in self 
defense name initial prices which include a margin 
for bartering. 


Fair dealing requires also, that the buyer shall 
not take advantage of the seller when he knows 
the salesman has presented an estimate which will 
mean a loss to him on the transaction. There are 
occasions when the goods may be designedly and 
legitimately bought at less than the seller’s cost 
of production. 


In the general run of transactions, however, 
the buyer should expect the seller to make an ade- 
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quate profit. That desire need not be altruistic; 
the experienced buyer is inherently shrewd and 
knows he must have dependable sources of supply. 
He knows too, that a concern which makes no 
profit, will not long continue as a source of supply. 
A fair price which permits the seller to make a 
reasonable profit on the basis of economical pro- 
duction, is essential in modern business. 


Fair dealing also entitles the seller to know 
when and for what reasons he has been unsuc- 
cessful in obtaining an order. There are sound 
reasons for not informing a bidder the price or 
terms which have been named by his competitor, 
but no harm or violation of ethics is risked by 
telling the unsuccessful concern that the price or 
quality, on delivery of another supplier, was more 
advantageous. 


Confidence and cooperation between those who 
buy and those who sell are an imperative need in 
the hospital field. Fair dealing is a vital prin- 
ciple of scientific purchasing, for business rela- 
tions to be sound must be on a basis that will 
have both buyer and seller fully satisfied with the 
completed transaction. 


Salesmen 


Now let us analyze the salesmen: 


Fairweather salesmen: This is the type of sales- 
man who is a regular caller when business is 
good and there are many orders to be carried 
away. When business is poor he is not seen so 
often. The result is the salesman from another 
concern who calls in the meantime is satisfied with 
less business, and with smaller orders, and if he is 
of the proper type he receives his reward when 
there is more business to be placed. 


The salesman who calls once only: This type 
leaves his card, explains the product he has to sell 
and he is assured that he will be given an oppor- 
tunity to figure on some of the business later. He 
is never seen again. 


The salesman who calls at 4:30 p. m.: He finds 
the purchasing agent busy closing the day’s work 
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and signing mail, etc. He takes up valuable time, 
knowing at the same time he will have to make a 
return trip if he expects to receive any orders. 
Experience has proven that this is done in most 
cases by salesmen with whom the agent is best 
acquainted. 


The salesman who brings a letter of introduc- 
tion to the manager: He feels that the purchasing 
agent will be forced to give him the business and 
tries out his plan before attempting to become 
acquainted directly through the purchasing agent. 
If this plan worked out satisfactorily the general 
manager would be able to eliminate the expense 
of a purchasing agent, on whom he relies for the 
proper handling of problems peculiar to his de- 
‘partment. 


The salesman who tries to do his selling through 
the hospital management: This type by a ready 
flow of language or his personality is able to influ- 
ence the hospital superintendent or engineer to the 
extent of specifying his products. The hospital 
management in this case overlooks the experience 
of the purchasing agent, and in many cases disre- 
gards quality, service, etc., and deals in person- 
alities. 


The salesman who is a poor loser: This type is 
often met with. He endeavors to sell against his 
competitors, thinks he has the best on the market 
and when the purchasing agent thinks otherwise, 
proceeds to tell him what a poor buy he has made 
and how much better off he would have been had 
his product been purchased. 


The salesman who changes his position often: 
This type does not inspire confidence and he, in 
many cases, has little good to say about his for- 
mer connections who may have established a rep- 
utation of being a reliable concern, and the ex- 
salesman is expressing his personal viewpoint. 


The salesman who reduces his price in an 
endeavor to take an order: One of this type 
comes into the purchasing department office as a 
stranger, representing a concern with whom the 
agent has done business. He quotes a price and 
is told that the same product had been purchased 
very recently at a lower figure. After some hesi- 
tation he agrees to sell at that price. In such 
cases, either he is not properly prepared to rep- 
resent his concern or his company does not oper- 
ate on a one price basis. 


The salesman who takes an order and then loses 
sight of it: This type is found quite frequently. 
He is apparently very much pleased to receive an 
order and then does not take the trouble to see 
that his customers are properly taken care of in 
the way of delivery and service. 
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The salesman who does not keep his appoint- 
ments: This type probably loses considerable busi- 
ness to the man who is more punctual. In fair- 
ness to the majority, this class of salesman is the 
exception, as he no doubt soon realizes that to 
procure new business or hold his customers, punc- 
tuality is a part of his service. 


The ideal salesman is one who is neat in appear- 
ance, courteous in manner and speech, is proud 
of the house he represents, and thoroughly knows 
his line. One who can tell his story briefly and 
yet completely on his first visit to be followed by 
subsequent calls, when the friendship, confidence, 
and respect of the buyer is cultivated. With price, 
quality, and service equaling his competitors, how 
could such a salesman be unsuccessful? 


Purchasing Agents 


Now let us analyze the purchasing agents: 


The purchasing agent who asks a salesman to 
wait: This waiting sometimes takes place where 
the surroundings are not as comfortable or as 
cheerful as might be desired. A word of encour- 
agement to the waiting salesman, as to when he 
will be granted an interview is appreciated. 


The purchasing agent who at all times says, 
“Your price is too high”: Such a buyer loses the 
confidence of the salesman, and establishes a repu- 
tation for himself with the trade whereby, in the 
long run, he probably pays a higher price. 


The purchasing agent who makes a bid for a 
lower figure by being “frank’’: He informs the 
salesman that he is satisfied with the quality of his 
goods and is convinced as to the reliability of the 
concern he represents but states he is able to buy 
at a lower figure. This purchasing agent uses 
these tactics in an effort to obtain a lower price. 
He may be successful a few times. 


The purchasing agent who is a poor listener: He 
does not care to spend time listening to salesmen 
describe conditions surrounding the market with 
which they are most familiar. Such a buyer over- 
looks the fact that his closest contact with the 
market is through the salesman, and he loses the 
benefit of the valuable information which the sales 
fraternity are able to impart. 


The purchasing agent who is “penny-wise”: He 
spends hours shopping for price to make a small 
saving on a minor purchase. He cannot consider 
his time as being of much value. 


The purchasing agent who is quoted an attrac- 
tive price and allows a favored competitor to meet 
it: This practice destroys the initiative and confi- 
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dence of the salesmen and does not encourage fair 
competition. 


The purchasing agent who buys only through 


one source of supply: This type is quite common 
and he will not consider a change in his methods 
on account of his own lack of confidence in his 
ability to judge as to the relative merits of prod- 
ucts or proposals. This practice is an expensive 
one for the concern for whom he purchases. 


The purchasing agent who is discourteous: He 
will not grant an audience to a new salesman on 
the ground that he has no time to see him. That 
salesman may have something of particular inter- 
est to his concern and a few minutes time would 
determine whether or not his proposition merits 
consideration. 


The purchasing agent who thinks only in terms 
of immediate needs: He thinks it is a waste of 
time to listen to a salesman presenting something 
for which the buyer has no immediate require- 
ment. Knowledge of products other than those 
which are needed in the regular line of business 
may be of considerable value if a change in pro- 
duction methods or any new development takes 
place in the buyer’s concern. 


The purchasing agent who expects entertain- 
ment, gifts, etc., in exchange for business: This is 
a form of commercial bribery which is rapidly 
dying out and more business is placed today on 
price, quality, service, and good salesmanship. 


The purchasing agent who takes advantage of 
errors made in quoting price: When it is obvious 
by comparison with other figures, that an error 
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has been made by a salesman in quoting, a cor- 
rected price should be given fair consideration. 


The purchasing agent who always buys at a 
low price: This buyer disregards quality, service 
or responsibility and such buying is usually the 
most expensive in the end. h 


The ideal purchasing agent: He is one who can 
courteously receive a salesman, listen to his story, 
and give him business if he has earned it, and 
most important of all, can appreciate that some- 
one is paying for that salesman’s time and that 
probably his time is as valuable, if not more so, 
than his own. These qualities, together with a 
thorough knowledge of market conditions and 
clear conception of the requirements of his con- 
cern, and good judgment, constitute an ideal pur- 
chasing agent. 


With closest cooperation between the salesman 
and the purchasing agent the best results could be 
accomplished for the companies they represent. 


Summary 


Finally, in summation: Hospitals seek to reduce 
operating costs. Industry has gone far in devel- 
oping machinery and methods of production and 
increasing the productivity of labor. 


The greatest possibility of further progress is 
found in scientific purchasing. The hospital which 
neglects that course will find it impossible to 
compete with organizations which apply the prin- 
ciples and methods of scientific purchasing. And 
let us always remember in our dealings with the 
salesman to give him a square deal. ‘More than 
that no man is entitled, less than that no man 
shall have.” 





Refrigeration Space 


The amount of refrigeration space needed for 
food storage varies according to the accessibility 
of markets and the policy for buying perishables. 
Current supplies require from eight to twelve 
cubic feet of walk in type refrigerators per pa- 
tient. In the smaller hospital where reach-in type 
is adequate only about one-half as much space is 
required. 


If the hospital is large enough to justify it, 150 
beds or more, the refrigerator should be arranged 
in four sections, three of them walk-in sections— 
meat, dairy products and eggs, and fruit and 
vegetables, respectively—with an additional small 
cook’s refrigerator for left-overs and the like. 


In the larger hospital a separate salad refrig- 
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erator is an advantage. This should be of the 
sliding tray type which permits advance prepara- 
tion of salads, chilled desserts, etc. 


If food service is decentralized, diet kitchen re- 
frigerators may be of the domestic electric type 
and capacity should be approximately one-fourth 
cubic foot per bed. 





Examination for License to Practice 
Medicine in Alabama 


The next examination for the licensure of ap- 
plicants to practice medicine in Alabama will be 
held in Montgomery, January 3 to 5, 1939, in- 
clusive, by the State Board of Medical Examiners. 
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Preparedness for Emergencies 


MIRIAM CURTIS, R.N., F.A.C.H.A. 


self evident for every hospital worthy of the 

name should be equipped and prepared to ade- 
quately care for the usual emergency treatment 
of patients. I shall briefly outline the obvious 
emergencies which we all meet every day such as 
automobile accident cases, emergency operations, 
et cetera, and then ask you to consider with me 
how the community supported hospital of 100 to 
150 beds can be prepared to adequately care for 
the unusual and infrequent emergency which often 
taxes its resources to the utmost. 


T= title Preparedness for Emergencies is 


Automobile Accident Cases 


Under common emergencies, the first consider- 
ation is, of course, the automobile accident case, 
for in this age of high speed motors and more or 
less careless drivers, we all meet this emergency 
every day. Therefore, the accident room or emer- 
gency ward is one of the most important depart- 
ments in the hospital. There, modern equipment 
and equipment kept modern and immediately 
available is of the utmost importance. I will not 
enumerate the necessary equipment with which 
you are all familiar and which many of us saw so 
efficiently demonstrated at the American Hospital 
Association convention in Dallas, but suffice it to 
say that an emergency operating kit, splints and 
fracture apparatus, sterilizing facilities, oxygen, 
x-ray and anesthesia should be in readiness and 
immediately available twenty-four hours of every 
day. 


Of greater importance even than the equipment 
are adequately trained staffs, both medical and 
nursing, who are responsible for this department. 
They too must be immediately available, highly 
trained in technical skill, and capable of calm, cool 
judgment and resourcefulness. The larger hospi- 
tals with their corps of interns, residents, and 
technicians have no problem as compared to us of 
the smailer institutions who have to depend upon 
our visiting staff of surgeons. In my own partic- 
ular hospital, even without interns, we have never 
lacked an immediate response to an emergency call 
by our staff be it day or night. The surgeon on 
duty is in constant touch with the hospital and is 
in the accident room by the time the patient is 
ready for examination. This necessitates, of 
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course, even more careful selection and training 
of the nursing and other personnel, but is a re- 
sponsibility which is efficiently accepted and met. 


I have neglected to mention the ambulance serv- 
ice, but whether that is maintained by the hospital 
itself or an outside agency, that, obviously, must 
be adequate, efficient and humane. 


Surgical Emergencies 


Whether most emergency operations come at 
night or simply because our personnel is reduced 
to a minimum at that time and therefore impress 
us more is a question. However, a night staff who 
can manage such operations. as those for a rup- 
tured appendix with peritonitis, ectopic gestation, 
perforated gastric ulcer, decompression for frac- 
tured skull, gun shot wounds, foreign bodies caus- 
ing obstruction, and even caesarean section, 
though that is no longer an emergency, as effi- 
ciently and with less help than during the day is 
essential. We solve this problem by having on 
duty during the entire night hours assistant night 
supervisors especially trained in emergency work 
and operating room technique and make available 
to them trained personnel on call when needed. 
Care must be taken that the staff is sufficiently 
large that one person on call shall not have too 
frequent duty and thereby jeopardize her effi- 
ciency or exploit her willingness and good nature. 


Supportive treatment such as blood transfusion 
and intravenous therapy is no longer resorted to 
simply in emergency cases but has become a 
routine in most hospitals. However, until we can 
all avail ourselves of the services of a blood bank 
which would seem to at least some of us the 
panacea that would assure us of uninterrupted, 
peaceful nights’ sleep, laboratory facilities for the 
immediate typing and cross matching of donors 
and patients, and donors themselves immediately 
available must be an important item in our pre- 
paredness program. 
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Medical Emergencies 


Equally important with the surgical emer- ~ 


gencies are the frequent so-called medical emer- 
gencies. All should be in readiness to care for 
patients suffering from poisoning, heat prostra- 
tion, electric shock, victims of drowning acci- 
dents, the patient paralized by poliomyelitis, and 
last and perhaps the most important because it is 
more frequent, the care of the pneumonia patient 
which necessitates immediate typing, the giving 
of serum and oxygen therapy so that there may 
be no loss of the precious hours when treatment 
will be most effective. 


Hospital Accidents 


Every hospital which uses mechanical equip- 
ment, and who does not regardless of how small 
the institution may be, should assure its person- 
nel as well as its patients of adequate protection 
against accidents. No matter how antiquated 
some of our equipment may be in the power plant, 
laundry, kitchen or work shop, this equipment 
should be provided with all known safety devices 
to protect our workers, and have regular periodic 
inspection by skilled mechanics whose business it 
is to see that all preventable hazards are elim- 
inated. 


I shall not go into the topic of fire protection 
with which you are all familiar and which has 
been discussed many times. That this should be 
adequate is evident, and whether you have fire 
drills or not, each employee in your institution 
should be instructed at frequent intervals as to 
his or her particular duty in case of fire within 
the hospital. 


These, our usual emergencies with which we 
are all familiar, we have solved according to our 
own particular needs and though they keep us 
alert for new methods and improvements, present 
no particular problem. 


It is the unusual or uncommon emergency which 
we encounter seldom and which taxes all our re- 
sources that presents the real problem. 


Major Catastrophies 


During the last few years many of our commu- 
nities suffered from floods and our hospitals had 
to continue to operate and care for an increased 
number of patients under the severest handicaps. 
In my own locality, we were without electricity or 
gas for several days and the problem of feeding 
patients and personnel without electricity or gas 
to cook with and with a condemned water supply 
was in itself a sizable problem. Fortunately, the 
hospital itself was out of the flooded area so our 


96 


boilers were not handicapped. We lived for sev- 
eral days, and very well too, on food cooked in the 
autoclaves and steam sterilizers in our sterilizing 
room, and drank distilled water from our stills. 
Our operating and delivery rooms were equipped 
with an emergency lighting system but our night 
nurses had reason to recall the days of Florence 
Nightingale when they had to care for patients by 
the light of a lantern. 


Epidemics 


If one should be faced with a large epidemic, 
the resources of the whole community would be 
needed and some plan should be made in advance 
whereby these would be available. A well worked 
out plan in conjunction with the disaster commit- 
tee of the local chapter of the American Red Cross 
is a great asset in time of need. A community 
hospital is fortunate in that it holds the center of 
interest and need never lack for the willing and 
anxious cooperation of the entire population in 
time of stress. 


Obligation to Community 


We have an obligation to our community, not 
only for their adequate care, but also, if we de- 
pend upon them to furnish the funds for our sup- 
port, of furnishing that care as economically as 
possible. Every hospital administrator would like 
to have his hospital properly equipped to meet any 
emergency with at hand all known aids that sci- 
ence can provide. Much of such equipment, espe- 
cially that which is infrequently used, is very ex- 
pensive. Are we justified in tying up large sums 
of money in this expensive equipment which we 
may use once in two or three years? The sav- 
ing of human life is worth any expense, it is true, 
but may we not spend on such equipment money 
which it might be wise to use, let us say for ex- 
ample, in more adequate and better nursing serv- 
ice for the large group of patients we have every 
day? 

If we cannot afford one or two respirators, for 
instance, which we might need once in two or 
three years, how are we justified when we are 
faced with the one case that does need one to save 
a life? I think this is a very real problem. 


Conclusion 


If one must do without, my solution is to have 
at one’s finger tips, as it were, information con- 
cerning all possible resources which could be used 
in such emergencies. If one has a plan ready, 
and personnel thoroughly informed and trained, 
that constitutes to my mind real Preparedness for 
Emergencies. 
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Wax and Soap 


RAY AMBERG 


pital Association recognized the increasing 

importance of the care of walls and floors 
in institutions. A committee was then appointed 
which conducted a survey and analysis of con- 
struction and maintenance of these two items. 
In 1936 a committee again became active in these 
problems and made exhaustive studies and a 
splendid report for 1936 and 1937 which is hereby 
recommended for your interest. This committee 
gave credit to the 1924 committee for its com- 
prehensive work and if one is really interested in 
properly posting himself on these points no bet- 
ter recommendation can be made than to advise 
you to secure the Transactions of the American 
Hospital Association for those years and read in 
a few hours what it has taken years of research 
and experience to gather. 


D vist the year 1922 the American Hos- 


This discussion is to limit itself to two prob- 
lems, and concerns the purchase of wax and soaps. 
To intelligently purchase either one of these two 
supplies it is of course necessary to be properly 
informed of the use the article is to be put to, 
and the conditions under which it is to be used. 


Wax 


In talking of wax, our first thought is of floor 
wax but now a great many institutions have wood- 
work and furniture for which wax is the approved 
form of treatment. Quoting from the Commit- 
tee’s report of 1936: “The maintenance of hospital 
floors resolves itself into three factors for primary 
consideration: first, economy; second, safety; and 
third, appearance.” Under the first item of econ- 
omy, one must consider the cost of the material 
and the cost to apply, as well as the preservative 
and restorative qualities of the wax, the wearing 
qualities of the wax after application, and the re- 
sistance to the floor cleaning routine of the house- 
keeping department. It has been frequently found 
that a wax floor preparation is easily applied, 
gives a wonderful shine on application, but does 
not long resist even a mild form of wet mopping 
or cleaning. 


Solvent Waxes 


For best wear, longest good appearance, and 
preservative qualities, solvent waxes or those 
which need buffing to produce a gloss are, in the 
opinion of many, the most economical. After sev- 
eral coats and buffing of floors so treated the wear- 
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ing qualities and appearance are very high. Slip- 
ping on such a floor is the chief danger. 


The emulsion or water wax has its advantage 
in that it is very easy to apply, requires no buffing, 
is more quickly and quietly applied, and is usually 
no hazard because it is not slippery. 


One should know that the good wax is usually 
high in content of carnauba, which is a vegetable 
wax produced principally in Brazil. However, 
there are other excellent floor finish ingredients 
which upon investigation might prove beneficial 
to the type of floor to be treated. It is not at 
all practical for most institutions to buy on chem- 
ical analysis, but actual tests in use are easy to 
make and should be tried in making a decision 
before purchase. Reputable manufacturers are 
willing to demonstrate their products and back 
their claims. 


One may ask “Does it pay to prepare our own 
floor wax?” I will answer that, in my opinion, 
in the average institution the annual consumption 
is not sufficient to warrant this effort. Maybe I 
am wrong, but to date we have found no cookbook 
formula to compare with the best of commercial 
products. 


Not all commercial products are of superior 
excellence, but if an institution in its purchasing 
secures the aid of a manufacturer of proved re- 
liability, one who has made a distinct and honest 
effort to know hospital problems in regard to 
floor treatmeant, a firm that has worked closely 
with the manufacturers of floor materials, the 
long time result will be better maintained floors 
with longer and brighter life. The old axiom is 
that “ the proof is in the tasting,” but with floor 
wax the proof is in the testing under actual every- 
day use. Do not hesitate, and it will pay to use 
a controlled experiment. Guarantees of manufac- 
turers are not sufficient, nor the word of your 
neighbor. It pays to find out for yourself. 


Soaps 


Possibly no wider variety or uses for any hos- 
pital product can compare with that of soap; nor 
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is there any more essential product to the run- | 


ning of a good modern hospital. “Hospital clean” 
recently seems to be the aim of many others who 
wish to cash in on what we have set as our rule 
for years. Of the wide variety of soaps in hos- 
pital use the major uses are: for laundry, for 
floor use, for wall washing, dishwashing, for 
surgical, and for personal use. The first four re- 
quire soaps that do the rougher work; their job 
is to remove soil, grease and grime. The surgical 
and personal soaps for their hygienic and bac- 
tericidal purposes. 


Again may I refer you to the work of the pre- 
viously mentioned committees. It is quite futile 
for me to propose to attempt in the few minutes 
allotted a scientific discussion of soaps—but I will 
attempt to relate a few practical points in the 
purchase of these commodities. It has been pointed 
out that the job to be done regulates the choice 
of material to be used. Soaps must not be con- 
fused with alkalis or abrasives which sometimes 
have soap added to aid in cleaning, especially if 
hard water is used. Although, I am quite sure 
not very many of us have attempted to go very 
deeply into the problem of soap manufacture, it 
is a very interesting subject and one that should 
create more interest than it has. Let us take a 
few minutes to find out what soap is. Soap is 
made by the action of an alkali on a fatty acid. 
The alkalies used are principally salts of sodium 
or potassium. The sodium compounds being gen- 
enerally efflorescent harden on exposure to the 
air and hence are known as “hard soaps.” But the 
potassium compounds absorb water under the 
same conditions and tend to liquify and are called 
soft soaps. The fats generally used in soap mak- 
ing include tallows and greases of animal origin 
such as lard, palm oil, olive oil, cottonseed oil, 
corn oil, cocoanut oil and other vegetable oils. 


Soap Classifications 


The choice of the alkali and the fat determine 
the kind of soap—its qualities and uses. Soaps 
manufactured at present for hospital use may be 
classified as follows: (1) rosin or laundry, settled 
soaps; (2) toilet soaps including several varieties 
such as transparent, floating, glycerine, milled, 
and other varieties; (3) medicated soaps. 


Neal R. Johnson, purchasing agent for Johns 
Hopkins University made some interesting obser- 
vations concerning the purchase of cleaning 
agents at last year’s meeting. Mr. Johnson said, 
“Reputable manufacturers of cleaning agents 
maintain laboratories for analytical tests of all 
materials used by them and for the development 
of new formulas for the production of better prod- 
ucts. This keeps them informed and furnishes 
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the salesmen with material for sales talks. We, 
as purchasing agents, but without like facilities, 
are in poor condition to combat their arguments 
or recognize the truth of their statements.” 


This brings forward the question of buying soap 
on the basis of analysis. Again as with wax the 
average institution cannot profit from such pro- 
cedure. I was once told by the salesmanager of 
one of the country’s largest soap makers that for 
the average institution buying on the basis of 
analysis was not practical and that his firm was 
not interested in competing with firms who would 
volunteer to bid on such specifications, knowing 
full well that they would never be called to back 
up their claims of content. 


There are many points the purchasing agent 
must know about the use of soaps in order to 
determine the proper article for the specific use. 
Good manufacturers have done much to educate 
the hospital field on the proper choice and applica- 
tion of the various cleaners. 


I recently visited a large institution serving 
many hundred of clients daily. The purchasing 
agent took me to the storeroom and showed me a 
room filled with barrels and stated that through 
cooperation with the manufacturer his institution 
was using but two soap products with the excep- 
tion of toilet and surgical soap. Because of this 
reduction in number of products he was able to 
buy in large lots at a favorable price. 


Surgical Soaps 


Questions arise about the manufacture of surgi- 
cal soaps. Does it pay to do this job in your own 
institution? To this I would reply “Yes” again 
provided the quantity used is of large enough vol- 
ume to make a return for the time consumed in 
manufacturing. The United States Pharmacopeia 
sets up the formula for a good surgical soap which 
may be made inexpensively and has the advantage 
of being of a recognized official strength. 


Technically, practically all has been overlooked 
in this discussion but to the purchasing agent, 
there are many headaches in permitting unin- 
formed persons their choice of cleansing agents. 
New products with improved formulae are con- 
stantly appearing on the market. It is a large 
size job to keep informed but it is one that pays. 
Your hospital journals usually carry items of in- 
formation that are important such as the one en- 
titled “New Detergents” in the December, 1937, 
issue of HOSPITALS. Because it so interested 
me I wish to quote it for you. “New Detergents” 
“Under the above caption, Boedecker, writing in 
Laundry Age, described the progress of chemis- 
try in its search for new chemical agents having 
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all the desirable and none of the undesirable char- 
acteristics of soap. 


“These substances, described under many differ- 
ent names, are fatty acid derivatives and the bet- 
ter ones possess many advantages over soap. They 
do not form insoluble compounds in hard water 
and they thus avoid the specks and other insoluble 
deposits in textiles washed with them. They are 
not decomposed by acid and thus preserve their 
detergent power even in the presence of hard 
water or acid. 


“They do not possess the shrinking or felting 
properties of soap and thus are safer and more 
efficient for the washing of silks, woolens, and 
fine fabrics. 


Coming Meetings 

Oklahoma Hospital Association, Oklahoma City, 
December 15-16, 1938 

National Hospital Association, Detroit, Jan- 
uary, 1939 

Association of Western Hospitals, 
Washington, February 20-23, 1939 

Massachusetts Hospital Association, Boston, 
March 8, 1939 

New England Hospital Association, Boston, 
March 9-11, 1939 

Tennessee Hospital Association, Jackson, April 
10, 1939 

Ohio Hospital Association, Columbus, April 11- 
13, 1939 

Southeastern Hospital Conference, Jacksonville, 
Florida, April 13-15, 1939 

Carolinas-Virginia Hospital Conference, Roa- 
noke, Virginia, April 20-22, 1939 

Mid-West Hospital Association, Hot Springs, 
Arkansas, April 20-21, 1939 

Texas State Hospital Association, Fort Worth, 
April 21-22, 1939 

Iowa Hospital Association, Cedar Rapids, April 
24-26, 1939 

Hospital Association of Pennsylvania, Philadel- 
phia, Pennsylvania, April 26-28, 1939 

Kansas Hospital Association, Topeka, May 3-4, 
1939 

Michigan Hospital Association (with Tri- 
State), Stevens Hotel, Chicago, May 3-5, 1939 

Tri-State Hospital Assembly (Illinois, Indiana, 
and Wisconsin), Stevens Hotel, Chicago, May 3-5, 
1939 

Ontario Hospital Association, Toronto, May 
3-5, 1939 

Mississippi Hospital Association, Gulfport, May 
8, 1939 


Seattle, 


December, 1938 


“As yet production processes have not been suf- 
ficiently developed to bring the cost down to a 
competitive basis with soap but much research 
is still in progress and the manufacturers hope 
soon to put them on such a basis. Meantime the 
textile industry is already finding use for them in 
selected processes. The laundry would do well to 
keep informed on their development especially for 
use with the more delicate and vulnerable fabrics 
or where water conditions are bad.” 


Another article of interest that has a bit to do 
with the problem of soap recently appeared in 
one or two journals entitled “The Softest Water 
Ever Softened.” This article makes a startling 
statement regarding the savings in soap effected 
by truly softening water. 





Hospital Association of the State of New York, 
New York City, May 17-19, 1939 

Hospital Association of Nova Scotia and Prince 
Edward Island, Amherst, N. S., June, 1939 

American Association of Medical Social Work- 
ers, Buffalo, New York, June 18-24, 1939 

Manitoba Hospital Association, Winnipeg, June 
22, 1939 


Surgery 


As reported in Science News Letter, Selwyn D. 
Collins of the National Institute of Health has 
made a statistical study of the health of 8,758 
white families living in 130 localities in eighteen 
states. 


There were 65 surgical operations per thou- 
sand families per year. Almost one-third of the 
operations were for the removal of tonsils. Set- 
ting of broken bones took second place and other 
traumatic surgery third, the two together con- 
stituting a. fifth of all operations. Gynecological 
operations took fourth, and appendix operations 
fifth place, respectively. 


Women had a few more operations than men, 
but men led in operations to repair accidental in- 
jury, for hernia, and for sinus disease. Appen- 
dectomy, gall bladder, cancer, and thyroid opera- 
tions are more frequent in women. 


Frequency of operation increases with income, 
particularly for removal of tumors and ear, and 
mastoid operations. 


Ge 


Sodium perborate makes a fine cleanser for 
glassware and glass syringes. Two teaspoonfuls 
to a pint of warm water is about the right solu- 
tion. 











Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
N to the litigation. 


Recent Cases 


Liability of Private Hospital for Dissembling of 
Electric Fan Causing Shock 


Gardner v. Newman Hospital (Georgia), 198 
S. E. 122. 


Plaintiff’s complaint was dismissed by the trial 
court in an action to recover damages for fright 
and consequent injury caused by the dissembling 
of an electric fan which had been placed near her 
bed. The judgment of dismissal was reversed. 


It appeared that the fan had been placed in the 
patient’s room some three days subsequent to an 
operation, and that when the fan came apart the 
shock caused the plaintiff to jump, whereupon the 
stitches in the incisions made during an operation 
became torn and loosened, causing an infection. 


The court said: “A hospital conducted for pri- 
vate gain owes its patients the duty of exercis- 
ing in their behalf ‘such reasonable care and at- 
tention for their safety as their mental and physi- 
cal condition, if known, may require.’ . . . We do 
not understand that it is the law of Georgia that 
there can be no recovery of damages for fright 
resulting from ordinary negligence, where such 
fright directly and immediately causes physical 
injury.” 


The facts alleged in the plaintiff’s complaint as 
to her injury and the circumstances under which 
it occurred stated an issue for a jury to pass 
upon. In other words, a jury should have been 
permitted to say whether the conduct of defend- 
ant was negligent. 


een 
Liability of Hospital for Negligence of Nurse 
Causing Infection 


Stone vs. Lutheran Deaconess Home and 
Hospital, 280 N. W. 178, (Minn.). 


A father and his minor son sued for personal 
injuries alleged to have been caused by negligence 
of the defendant in failing to take proper precau- 
tions in the care of another infant who was in- 
fected with impetigo, alleging that as a result of 
such failure the plaintiff’s child became infected, 
resulting in osteomyelitis of the hip joint. Judg- 
ments were entered in favor of defendant, not- 
withstanding verdicts in favor of the plaintiffs. 


Plaintiff contended that the nurse who cared 
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for the two children in question did not change 
her apron after handling them, and that in such 
a way the infection was carried to the plaintiff’s 
child. The Court said, “It is conceded that when 
a child is born its skin is covered with germs 
which may produce impetigo or other skin in- 
fections. There is no contention here that the 
Stone child was improperly cared for in any other 
respect than the alleged communication of the 
disease from the Stolpe child to it. In fact, we 
think the plaintiffs have wholly failed, primarily 
because they have not shown competently that 
the Stolpe baby had the disease which subse- 
quently afflicted the Stone child and because they 
have not competently shown negligence on the 
part of the defendant in the handling of the two 
babies.” 


—_—_<——— 


North Dakota 


Liability of Hospital Operated for Profit for 
Burns Caused by Hot Water Bottle 


Fawcett vs. Ryder, 23 N. D. 20, 1385 N. W. 800. 

Plaintiff secured a judgment for personal in- 
juries caused by a hot water bottle. The judg- 
ment was affirmed. 


The evidence was that defendant was operat- 
ing a hospital for profit, and he operated upon 
plaintiff for appendicitis. While the plaintiff lay 
unconscious the hot water bottle was placed on 
his body. 


The evidence was that defendant was oper- 
ating a hospital for profit, and he operated upon 
plaintiff for appendicitis. While the plaintiff lay 
unconscious the hot water bottle was placed on 
his body. 


Clearly, defendant as owner of the hospital was 
liable for the negligent acts of the persons in his 
employ. In view of the evidence there could be 
but one answer on the appeal: that the judg- 
ment rendered by the trial court must be af- 
firmed. 
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Ohio 


Liability of Charitable Hospital for Death of Pay 
Patient Resulting from Leaving Sponge 
in Abdomen 


Taylor vs. Protestant Hospital Association, 
85 Oh. St. 90, 96 N. EL. 1089. 


This was action by an administrator of a de- 
ceased patient to recover damages for wrongfully 
causing her death as the result of negligently 
leaving a gauze sponge in her abdomen. Defen- 
dant was a public charitable hospital. Plaintiff’s 
decedent was a pay patient. There was a judg- 
ment for defendant which was affirmed. 


At page 1092, in holding that defendant char- 
itable hospital was exempt from liability, the 
Court said: “Experience has shown that the ends 
of justice are best secured by holding the master 
responsible for injuries caused by the wrongful 
acts of his servant, done in the prosecution of his 
private ends and for his benefit.” 


“Doubtless the rule will be extended to meet the 
requirements of manifold new conditions brought 
about by growth and advance. Courts are con- 
stantly confronted with the necessity of extending 
established principles to new conditions. But in 
this case it is sought to extend the rule to masters 
different from others and who do not come with- 
in its reason, and to hold a public charity involv- 
ing no private profit responsible for the negligence 
of servants employed solely for a public use and a 
public benefit. We think such extension is not 
justified. Public policy should and does encourage 
enterprises with the aims and purposes of defen- 
dant, and requires that they should be exempted 
from the operation of the rule,” 


a 


Liability of Charitable Hospital for Negligence 
Causing Burn 


Taylor vs. Flower Deaconess Home and Hos- 
pital, 104 Oh. St. 61, 185 N. E. 287. 


Plaintiff was scalded by an injection of hot 
water following an operation for appendicitis, 
while he was under the anesthetic, a judgment 
for plaintiff was had on the trial. The Court of 
appeals reversed this judgment and rendered 
judgment in favor of defendant. The Supreme 
Court of Ohio reversed the judgment of the Court 
of Appeals and affirmed the judgment in favor 
of plaintiff. 


The evidence showed that defendant was a 
charitable hospital. In Ohio the charity is not 
liable for the negligence of its servants if it has 
used due care in hiring and retaining its servants, 
and the trial Court so instructed the jury. By 
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its verdict, the jury found that defendant was 
negligent in hiring and retention of the nurse 
in question, the question of law thus presented 
was whether a charitable hospital is to be 
held liable for negligence in hiring or retain- 
ing an employee whose negligence has caused the 
injury complained of. 


In answering this question in the affirmative 
the Court said: “However, we are convinced that 
sound reasons sustain the great weight of author- 
ity to the effect that a public charity should not 
be held liable for the negligence of the servant 
in whose selection the hospital and its managers 
have exercised due care.” 


“On the other hand, such an institution is liable 
when it fails to exercise such care.” 


——— eee 


Liability of Charitable Hospital for Loss of 
Jewelry 


Rudy vs. Lakeside Hospital, 115 Oh. St. 539, 
155 N. E. 126. 


Plaintiff sued here for the loss of certain 
articles of jewelry. She alleged no negligence, 
merely setting forth that she had been taken to 
defendant hospital while unconscious and that 
when she awoke her jewelry was missing. 


It appeared that defendant had delivered the 
jewelry to a person who represented himself to 
be the patient’s son-in-law, but who was in fact an 
impostor. Defendant had a judgment on the 
pleadings, and this judgment was affirmed. There 
was no allegation or proof that defendant had 
been guilty of negligence in hiring or retaining 
the servant in question. 


Said the Court: “Under the theory of non- 
ability of charitable institutions adopted by this 
Court as heretofore indicated, we are unable to 
make any distinction between cases involving 
damages to the person of a patient and damages 
to his property, where such are caused by the 
wrongful act of an employee. We therefore af- 
firm the judgment of the Court of Appeals... . ” 


—_—_—__ — 


Liability of Charitable Hospital for Negligent 
Operation of Elevator Causing Injury to 
Private Nurse 


Sisters of Charity of Cincinnati vs Duvelius, 
123 Oh. St, 52, 173 N. E. 737. 


This was a suit by a private nurse against a 
charitable hospital for injuries received by reason 
of the negligent operation of an elevator. In the 
Court of Appeals a judgment for the defendant 
was reversed. The Supreme Court affirmed the 
judgment of the Court of Appeals. 
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It is to be noted that plaintiff was in no sense a 


beneficiary of the charity. Said the Court: “It - 


is due to considerations of public policy that a 
patient in a charity hospital is held to have as- 
sumed the risks of the service, but it does not 
follow that the same considerations of public 
policy preclude a stranger from receiving com- 
pensation for damages caused by the negligence 
of a servant. Fully recognizing the soundness of 
the policy of partial exemption, there are other 
considerations of public policy which are equally 
important. No valid reason is apparent for grant- 
ing immunity to a charitable institution for the 
negligence of its servants, and for placing the en- 
tire responsibility of an injury upon innocent third 
persons and their families. Charitable institutions 
are frequently conducted upon a large scale, with 
all modern conveniences and appliances of a highly 
complicated nature, which enormously increase 
the risk of injury to operatives and strangers, 
and any doctrine of complete exemption would 
lead to carelessness, neglect, and injury to both 
persons and property. While such institutions 
should be encouraged, and those who are char- 
itably inclined should likewise be encouraged 
to support them, this encouragement must not 
be carried to the point where injustice will be 
done to others. Innocent persons should not suf- 
fer through another’s fault. It is believed that 
the duty to exercise care to prevent injury to 
strangers will result in the exercise of greater 
care to patients, and the converse of this proposi- 
tion is equally true that any encouragement to 
negligence toward strangers will inevitably be 
reflected in service rendered to beneficiaries of the 
charity.” Again: “In the view we have taken 
of the case, it is not necessary to determine 
whether or not there was any evidence tending 
to show a want of care in the selection of the ser- 
vant who operated the elevator. We are in accord 
with the numerous cases which treat charitable 
institutions on the same basis as other individuals 
as to liability for negligence to strangers and 
invitees who are lawfully upon the premises of 
the institution.” 


een 


Suit to Recover Damages from Charitable Institu- 
tion for the Unlawful Detention of Child’s Body 


Howard vs. Children’s Hospital of the Protes- 
tant Episcopal Church, 37 Oh. App. 144,174 N. E. 
166. 


This was a suit by the administrator of the 
estate of a 3 month old baby to recover damages 
for unlawful detention of its body. Suit was 
based upon statute permitting recovery of not 
less than $500.00 or more than $5,000.00 against 
persons guilty of unlawful possession of a corpse. 
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Defendant urged the defense that it was a char- 
itable institution and that as such it could not be 
held liable for the unlawful possession of the 
child’s body. 


A judgment for defendant was reversed and 
the case was remanded to the trial Court. In so 
holding that the statute applied to charitable in- 
stitutions the Court said: “It can hardly be 
imagined that the Legislature did not have in 
mind hospitals supported by benevolence and ad- 
ministering charity when enacting the statute 
quoted. No exception of such institutions is 
made. It must have been foreseen that such or- 
ganizations would come within the operation of 
the statute which creates a liability upon any per- 
son, association or company having unlawful 
possession of the body of a deceased person.” 


coneenicenilifpipenecnne 


Liability of Charitable Hospital for Injuries to 
Visitor Caused by Fall on Waxed Floor 


Bonawitt vs. Sisters of Charity of St. Vincent’s 
Hospital, 43 Ohio App. 347, 182 N. E. 661. 


The plaintiff sued to recover damages for per- 
sonal injuries caused when she slipped on a floor 
in the defendant hospital. A judgment in favor 
of the defendant was affirmed. 


‘The evidence was that the plaintiff was a vis- 
itor in the hospital, which was a charitable in- 
stitution, and that she had fallen on a waxed floor. 
No evidence was offered to show that the defen- 
dant had been negligent in applying the wax. 


In speaking of the duty and the care required 
of a defendant under such circumstances the 
court said: “An owner in treating a floor may use 
wax or oil or other substance in the customary 
manner without incurring liability to one who 
slips and falls thereon, unless the owner is neg- 
ligent in the materials he uses or in the manner 
of applying them. If a recovery is to be had 
something more must appear than that the floor 
has had such treatment as is ordinarily applied 
in the care of floors.” Again the court said: 
“The duty of the owner is to exercise ordinary 
care for the safety of those who have occasion 
to walk on the floor, and that duty is not shown 
to have been violated by merely oiling or waxing 
and polishing a floor in the usual way, although 
the floor was rendered slippery thereby.” 

ee tees 
Liability of Charitable Hospital for Injuries 
Caused by Explosion of Vapors Near 
Fluoroscope 


Walsh vs. Sisters of Charity of St. Vincent’s 
Hospital, 47 Ohio App. 228, 191 N. E. 91. 


Plaintiff sued to recover damages for personal 
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an organization that’s fine and famous 


if its people are fine and famous, too 


How easy to make your hospital great. 


How simple if all the thinkers in it are smart, alert, 


eager, pleasant, thoughtful, stout-hearted . . . and 


that isn’t too much to ask of any one of them, nor 


of ALL of them. 
People make a hospital great. 


They make your hospital a great mother to your 
community; or, they make it an_ institution, 
dispirited, uninspiring, unloved, some doubted, 
never the living beautiful thing it can be. 


Find that first kind, gradually, surely. Ask us and 
we will help you find them. For in our files we have 


a group of folks who love their chosen work. 
They’re eager, understanding, they're skillful, self- 
reliant, self starters, they’re smart and spirited . . . 
nurses, physicians, superintendents, dietitians, lab- 
oratory workers, anaesthetists, administrators, super- 
visors . . . and they’re waiting to be fitted into jobs 
they'd revel in; jobs that would suit them mentally, 
physically; jobs they’d work and smile in, and love, 
the livelong day . . . for years. 


Write and tell the kind of work that you want 
done; ask for folks who would help you make your 
hospital great. We will find them for you, that is 
our great work. 


The MEDICAL BUREAU 


55 E. Washington St. 
The Top Floor of the Tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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injuries from defendant, the suit being based upon 
the explosion of vapors near a fluoroscope, caused 
when sparks escaped from the fluoroscope. It 
appeared that the defendant was a charitable cor- 
poration, and the trial court directed a verdict 


in its favor. 


The appellate court was of the opinion that 
the action of the trial court in directing a ver- 
dict was proper inasmuch as defendant had 
proved at the trial that it was a charitable hos- 
pital. 

pee an eee 


Liability of Charitable Hospital for Burns Caused 
by Hot Water Bottle 


City Hospital of Akron vs. Lewis, 47 Ohio App. 
465, 192 N. E. 140. 


Plaintiff sued to recover damages, basing his 
recovery upon the negligence of defendant’s em- 
ployees in placing a hot water bottle upon his leg, 
resulting in rather serious burns. It was shown 
that the defendant was a charitable hospital. 
However, there was a judgment in favor of the 
plaintiff which the appellate court reversed, 
finally entering judgment in favor of the hospital. 


In its defense the hospital set up the fact of 
its incorporation as a charity and denied that it 
had been guilty of any negligence in the hiring 
or retaining of the employees in question. The 
court said: “Whatever may be the law in other 
jurisdictions, it must be considered as settled in 
Ohio that if the trustees of a public charitable 
hospital exercise reasonable care to select and re- 
tain competent physicians, nurses, employees and 
servants, the hospital is not liable to a patient for 
damages resulting from the negligence and in- 
competence of those so selected and retained.” 


snipes 


Oklahoma 


Liability of Hospital for Failure of Nurse to 
Follow Surgeon’s Instructions in Admin- 
istering a Hypodermic 


Masonic Hospital Association of Payne County 
v. Taggart, 171 Okla. 563, 43 P. (2) 142. 


In an action based upon negligence the plain- 
tiff, Annabelle Taggart, had judgment against the 
hospital. This judgment was reversed upon ap- 
peal to the Supreme Court of Oklahoma. 


The cause of action was based upon the failure 
of defendant’s nurse to administer a hypodermic 
in accordance with the attending surgeon’s in- 
structions. It seemed that the nurse had been 
instructed to give the injection in the fleshy por- 
tion of the arm, and instead, the injection was 
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Abscesses followed for 
which the plaintiff sued to recover damages. 


given in the buttocks. 


It was the unanimous opinion of the court that 
plaintiff had not shown that the negligence of the 
nurse was the proximate direct cause of the plain- 
tiff’s injury, and the court proceeded to say: “The 
nurse was employed and paid by the hospital com- 
pany, but was under the direction and control of 
the doctor, and it was her duty to follow all in- 
structions given by him. There is no evidence of 
any negligence or want of care on the part of the 
nurse, except as to the place of administering the 
hypodermic injections. There is no evidence tend- 
ing to show that, had the injections been made in 
the arms, similar injuries would not have fol- 
lowed, or would have been less likely to have fol- 
lowed, or would have been less severe. It must 
be shown by competent evidence that the act of 
negligence was the proximate cause of the in- 
jury. ... While the abscesses may have been 
caused in some way by the injections, possibly 
from some condition of the plaintiff’s system, pos- 
sibly from some impurity in the preparation in- 
jected, possibly from some contamination through 
preparation or handling of the syringe, or pos- 
sibly in some other way, there is nothing in the 
evidence to indicate that the place of injection had 
anything to do with the injury, except as to its 
location. We do not think that the necessary 
causal connection is shown by evidence which 
merely indicates that, but for the negligent act 
proven, the injury would have been in some other 
part of the body, without anything to indicate 
that the injury would have been less likely to 
have occurred, or less severe. The negligence 
must have caused the injury, not merely have af- 
fected its location at one place rather than an- 
other.”’ 


cialis 


Liability of Hospital for Negligent Post-Operative 
Treatment 


City of Pawhuska v. Black, 117 Okla. 108, 244 
P. 1114. 


Plaintiff recovered a judgment which was af- 
firmed, for personal injuries as a result of negli- 
gent post-operative treatment. It appeared that 
the patient was given water and solids soon after 
an intestinal resection, making it necessary to 
perform another operation to remove the sub- 
stance. 


The plaintiff was a pay patient in a municipal 
hospital, operated by the city for gain. Under 
such facts the city would be liable, for it would 
be acting in a proprietary sense, exercising its 
proprietary powers as distinguished from its gov- 
ernmental powers. 
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FOR THE Cloyeit HOSPITAL BED 


U ROYAL SLEEP-CUSHIONS provide a degree of restful comfort here- 
a Wa tofore impossible to obtain. The gentle pressure of the Latex Foam 
supports every inch of the body in direct proportion to the body weight. Every 
nerve and muscle is completely relaxed. 


IN USE BY LEADING HOSPITALS EVERYWHERE 


Such restful comfort is of course extremely important in the care of invalids, 
and as a result, leading hospitals have been quick to adopt Sleep-Cushions in 
place of the conventional type of mattress. They report that the major cause of 
bed sores is eliminated because the cushion is softer than the body flesh and 
wrinkles, folds, bandages, etc., are absorbed into the cushion and not pressed 
into the flesh. Body heat is carried away by the free movement of air through 
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the cushion and consequently patients rest more comfortably. U. S. Royal Sleep- 
Cushions are clean, lint and dust free, moth and vermin proof, and if needed 
can be safely sterilized by accepted hospital methods. 











U. S. ROYAL CUSHIONS FOR EVERY HOSPITAL NEED 
SEE It AT Ring cushions, knee cushions, stretcher pads, operating table 
SPACE 1610 pads, wheel chair cushions and every type of hospital cush- 
MERCHANDISE ion or pad is available in U. S. Royal Latex Foam. Special 
MART cushions are molded or cut to any desired shape for fracture 
support, splint cushions, etc. 





FOR COMPLETE INFORMATION AND PRICES WRITE 
py REE. States Rubber compesy 7 
United States Rubber Products, Inc. Mishawaka, Indiana, U. S. A. 
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Latex Foam is the sap of the rub- 
ber tree— whipped to a cream- 
like foam. It is thea poured into 
molds and vulcanized into perma- 
nent form. A magnifying ass 
shows that Latex Foam is made = 
of thousands of or open cells 
cted togeth y tough rubber 
tissues. This open cell structure is 
the reason for the comfort, cool- 
ness, durability and other remark- 
able features of this new product. 

















Flexible throughout. Bends and 
shapes itself without handling to 
the exact shape of the bed and 
the body of the patient. 


256 TON 


Edges and 


Complete flexibility. 


can be raised 





°! 
easily to tuck in bedding — the 
patient is not disturbed at all. 





Cushion weight is aw and air 
ot lersi. is % A Sealaccl 





holes. Does not pad down, or sag, 
and edges do not break down. 





Roll up and carry easily when nec- 
essary to move them to ne 





or g A conv 
means much to nurses. 
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News Notes 


Joseph W. Bishop, the son of Howard E. Bishop, 
superintendent of the Robert Packer Hospital, 
Sayre, Pennsylvania, has accepted the position of 
accountant at St. Luke’s Hospital, Philadelphia. 
Mr. Bishop is a graduate of the hospital adminis- 
tration course at the University of Chicago, spon- 
sored jointly by the University of Chicago and 
the American College of Hospital Administrators. 


a 


Dr. Maxwell S. Frank has been appointed As- 
sistant Director of Mount Sinai Hospital, New 
York City. Dr. Frank was graduated from the 
New York University College of Medicine in 1933, 
and has just completed two years’ service as a 
resident in administration at the Hospital for 
Joint Diseases. 

lla 

Mrs. Bergit Lee Gaasland has been appointed 
superintendent of St. Luke’s Hospital, Belling- 
ham, Washington. 

intilatibeiites 

Leonard P. Goudy, acting superintendent of 
Saskatoon City Hospital, Saskatoon, Saskatche- 
wan, has been permanently appointed to that posi- 
tion. 

ckepiatiaaaiel 

Ethel Guilkey assumed her responsibilities as 
general superintendent of the Methodist Hos- 
pital, Sioux City, succeeding Rev. G. T. Notson, 
who resigned after having occupied that position 
for many years. Miss Guilkey came from the 
Billings Deaconess Hospital, Billings, Montana, 
where she had been superintendent for the past 
twelve years. Previous to that time she was su- 
perintendent of the Frances Mahon Deaconess 
Hospital at Glasgow, Montana. 

avila aina 

A. E. Paul, who for the past ten years has been 
superintendent of Englewood Hospital, Chicago, 
has resigned this position to accept the superin- 
tendency of the Roseland Community Hospital, 
Chicago. 


Mr. Paul has been engaged in institutional ad- 
ministration work for the past fifteen years, and 
was previously assistant superintendent of Cook 
County Schools. Elmer O. Massmann, who was 
assistant to Mr. Paul during his superintendency 
of Englewood Hospital, has been appointed acting 
superintendent of that institution. 

mae ace 

Howard S. Pfirman, formerly assistant super- 
intendent of Prospect Heights Hospital, Brooklyn, 
New York, has been appointed superintendent of 
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the Middlesex Hospital, Middletown, Connecticut. 
Mr. Pfirman assumes his new duties December 1, 
1938. 


A AONE ER 
Sister M. Philippe, superintendent of St. Peter’s 
Hospital, Olympia, Washington, has been ap- 
pointed superior of St. Paul’s Hospital, Van- 
couver, British Columbia. 
tae ne 
Dr. Paul Huston Stevenson, recently returned 
from service in the Far East on the staff of the 
Peking Union Medical College, founded by the 
Rockefeller Foundation, has been appointed Re- 
search Fellow in Medical Center Research and 
concurrently Assistant to the Dean at the Univer- 
sity of Cincinnati College of Medicine and the 
Cincinnati General Hospital. 
A ae 
Leverett Woodworth, M.D., has been appointed 
assistant director at Harper Hospital, Detroit, 
Michigan. Dr. Woodworth has just completed his 
work in the hospital administration course at the 
University of Chicago, which is sponsored jointly 
by the University of Chicago and the American 
College of Hospital Administrators. 
PIRES RS 
Sister Zephrinus has been appointed superior at 
St. Michael’s Hospital, Toronto, Ontario. 
saat ocoie 
Booneville, Arkansas—The contract for the 
construction of the main buildings of the new 
unit at the Arkansas Tuberculosis Sanatorium, 
Booneville, Arkansas, was let by the Board of 
Trustees to J. H. Leveck & Sons, Little Rock con- 
tractors, on a low bid of $472,700. Construction 
will start immediately. 
a tide ie 
Helena, Arkansas — Construction has been 
started and the foundation completed for the new 
county hospital, located between Helena and West 
Helena. The building will be ready for occupancy 
by July 1 of next year. 
Gea eae te 
Los Angeles, California—The ten southern 
California counties will soon become the national 
testing ground for a coordinated non-profit hos- 
pital-medical service, if the plans now under con- 
sideration by the hospital and medical groups 
reach their maturity. Several medical groups 
are surveying the southern California situation, 
and leaders of the organized hospital groups stand 
ready to offer the medical fraternity their full 
cooperation as soon as the medical profession 
has completed a workable program. 
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When Doctors say the “New Humidifier”, they mean the 


MAYFLOWER HUMIDIFIER-INHALATOR 


the new aid in the treatment of respiratory diseases 


Try Lhe Hospitals everywhere are buying this new. scientific apparatus, because 
yen physicians everywhere have found it so helpful to the comfort and recovery of 
Mayflower Humidifier-Inhalator siitain-aidtiiatacdieaieaialals 


IN YOUR HOSPITAL 


The Mayflower Humidifier-Inhalator is scientifically designed and constructed 
pie Rapaport prcynylin cm under the careful guidance of able medical authorities to serve a dual purpose. 
and careful test, without cost or obligation. AS A HUMIDIFIER it supplies added moisture to the air to assist in keeping the 
PHONE HIM NOW . .. or write us for membranes of the respiratory tract naturally moist. AS AN INHALATOR, it 


complete details and we'll promptly . ‘ 
quae he a tee Ok safely administers the beneficial vapor of tincture of benzoin or other prescribed 
medicament. 


7 > - 
You Lt like these features Hospital Superintendents and Nurses like its automatic, silent and dependable 


performance . . . it requires no attention or watching. It is perfectly safe, will 
° pn ag sty So: ea Sem operate for 10 hours continuously without refilling. There is no glass bottle to 
remove or become broken . . . nothing to get out of order for there is no fan or 
motor. It entirely replaces make-shift devices such as tea-kettles, pans of water 


COosTSs ONLY $19.95 LIST over open flame or hot plates. It saves time and countless steps. 
Complete with Medicament Cup . . . Chrome Steel Flexible Inhalator Tube with Bakelite Tip $5.00 List—Extra 


MAYFLOWER-LEWIS CORPORATION 


PIONEER MANUFACTURERS OF AIR-CONDITIONING EQUIPMENT 
SAINT PAUL MINNESOTA 





e@ Fully Automatic—saves time and work. 
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San Francisco, California—PWA has made a 


grant of $1,027,562 for the immediate construc-- 


tion and equipping of seventeen San Francisco 
County Hospital buildings, and improvements 
and alterations to others. The total cost will be 
$2,283,470, and the entire project will be com- 
pleted within the year. 
Ea Caan 
Danbury, Connecticut—Ground has _ been 
broken for the new addition to the Danbury Hos- 
pital, Danbury, Connecticut. The addition will 
include a new scientific and administration build- 
ing, new power plant with laundry, and remodel- 
ing of the present building. The bed capacity of 
the hospital will be increased by fifty beds. The 
project will cost approximately $400,000. 
Ee idee 
Lake City, Florida—The Cone Hospital at Lake 
City, Florida, is under construction. The build- 
ing will be fireproof throughout, and built of 
limerock, concrete, and steel. When completed 
it will cost $80,000. 
een Teen 
Grangeville, Idaho—Plans for a 22-bed hospital 
have been approved and construction will be 
started within a short time. The cost of the new 
institution is estimated at $50,000. 
-sieicliilitleorlad 
Malad, Idaho—The new 21-bed county hospital 
erected at Malad, Idaho, was dedicated on Octo- 
ber 12. 


lias sdeiti 
Bloomington, Illinois—Bids for the construc- 
tion of a new $100,000 Isolation and Receiving 
Hospital at the Illinois Soldiers and Sailors Chil- 
dren’s School will be opened on November 4. Con- 
struction will start in the spring of 1939. 
a 
Chicago, Illinois—Bids have been submitted for 
the construction of a $1,250,000 psychiatric hos- 
pital to be built on the campus of the Illinois Re- 
search and Educational Hospitals, Chicago, IIli- 
nois. The new hospital will be affiliated with the 
Medical College of the University of Illinois. 
seesnliiinicactitia 
Chicago, Illinois—The Children’s Memorial 
Hospital, Chicago, and the Chicago Visiting 
Nurses’ Association will share equally in the 
$200,000 estate of Mrs. Louise Allen Watson. 
seectabinaiinsitas 
Chicago, Illinois—St. Luke’s Hospital, Chicago, 
will receive $5,000 under the terms of the will of 


Anna Newell. 
—_—_—_—— 


Nashville, Illinois—The St. Clair County Board 
of Supervisors have authorized the issuance of a 
$375,000 general obligation bond issue to aid in 
financing the proposed county tuberculosis sani- 
tarium at Nashville, Illinois, which will cost 
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$600,000. This is contingent on the allocation of 
a WPA grant of forty-five per cent of the cost. 
Rien aaa 

Peoria, Illinois—The new Zeller Unit of the 
Peoria State Hospital, Peoria, Illinois, was dedi- 
cated on October 28. The building is a memorial 
to the late Dr. George A. Zeller, first managing 
officer of the hospital. It will be a 200-bed diag- 
nostic hospital supplanting the medical hospital 
buildings now in use. The cost of the building is 
$300,000. 


Sed eee ae 
Indianapolis, Indiana—John W. Bradford has 
made a gift of his estate, valued at more than 
$75,000, to the James Whitcomb Riley Hospital 
for Children at Indianapolis, Indiana for the pur- 
pose of a convalescent home. 
sissies 
Valparaiso, Indiana—Ground was broken on 
November 1 for the new $225,000 Porter County 
Memorial Hospital, Valparaiso, Indiana. 
caning 
Kansas City, Kansas—Contract for the con- 
struction of a $110,000 negro ward at the Uni- 
versity of Kansas Hospital, Kansas City, Kansas, 
has been let. The new ward will be three stories 
high and of fireproof construction. Funds for 
the building were supplied by a WPA grant and 
a state appropriation. 
ME SOND 
Paducah, Kentucky — Plans have been drawn 
for the erection of a new administration building 
at Riverside Hospital, Paducah, Kentucky, to re- 
place the old structure. The Riverside Hospital 
was seriously damaged in the 1937 flood, and the 
Disaster Loan Corporation is advancing a loan of 
$100,000 to finance this project, which will cost 
$190,000. 


insignia lisa 

Boston, Massachusetts—The new Cheever Sur- 
gical Amphitheatre of the Boston City Hospital, 
Boston, Massachusetts, was formally dedicated on 
November 7, in memory of Dr. David W. Cheever, 
pioneer hospital surgeon. 

cenleiaiiicinite 

Boston, Massachusetts—Contract for the con- 
struction of the Marine Hospital in Boston, Mas- 
sachusetts, has been awarded to the B. Bowen 
Company. When completed the building will cost 
$600,000. 


sialic 

Ann Arbor, Michigan—The Neuropsychiatric 
Institute, Ann Arbor, Michigan, a hospital unit 
of the University of Michigan Hospital, will be 
completed within another month. 

aioetbithalillaBtas 

Crystal Falls, Michigan—Construction has 
been started on the new Municipal Hospital, 
Crystal Falls, Michigan. The plans were drawn 
by architect Levi Geniesse of Green Bay. The 


HOSPITALS 














building, when completed and equipped, will cost 
$60,000. 


ee eae Pere 
Detroit, Michigan—The Madge Sibley Hoobler 
Memorial Guest House, Detroit, Michigan, was 
dedicated on October 15. This unique philan- 
thropy has been established by Dr. B. Raymond 
Hoobler and his son, Dr. Sibley W. Hoobler, as a 
tribute to the memory of their late wife and 
mother. The late Mrs. Hoobler’s charitable in- 
terest in young women, was well-known, and the 
guest house will be a convalescent home for the 
use of young women from commercial and busi- 
ness houses who are recovering from serious ill- 
ness or are over-tired and who will welcome a two 
or three week rest period. Application for ad- 
mission will be made through the social service 
department of the hospital in which the young 
woman is a patient, or through a similar depart- 
ment of the firm by which she is employed. The 
guest house is colonial in design, built of red brick 
trimmed with white woodwork. It has been 
modeled after the Carroll House in Baltimore, 
Maryland. 
Siedler 
Grand Haven, Michigan—Construction on the 
new municipal hospital in Grand Haven, Michi- 
gan, was started on October 14. The building will 
cost $90,000 and will accommodate forty-seven 
patients. 
adaiameiadees 
Hillsdale, Michigan—The contract for the con- 
struction of a new Municipal Hospital at Hills- 
dale, Michigan, to cost $125,000, has been 
awarded. L. J. Sarvis of Battle Creek was the 
architect. 
neil ci 
Pontiac, Michigan—Construction of a $340,000 
general hospital building and a $698,000 neuro- 
psychiatric unit is under way at the Pontiac State 
Hospital, Pontiac, Michigan. 
‘ ee 
Sturgis, Michigan—Mrs. Stella Sturges Taylor 
of Sturgis, Michigan, has announced she will 
present the Sturgis Memorial Hospital with a 
modern and spacious nurses’ home, construction 
on which will start immediately. The gift is 
made in the memory of her sister, the late Clara 


Sturges. 
a 


Buhl, Minnesota—A grant has been approved 
by the PWA in the sum of $32,000 to assist in the 
construction of a municipal hospital in Buhl, Min- 


nesota. 
seotiitimade die 


Duluth, Minnesota—Public Works Administra- 
tion has approved a grant of $143,000 for the 
construction of an addition to the Harding Hos- 
pital, Duluth, Minnesota. 
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COUNT YOUR CLEANING PENNIES 


with Wyandotte _— 
Detergent |& 









Lers COUNT UP — 


Say you have 500 square feet of painted surface 
that looks “gray in the face.”’ Naturally, you want it 
clean — really clean. One pound of Wyandotte 
Detergent will do the job. Your old walls will greet 
you with a new face. Cost — six or seven cents, plus 
the time of your regular help. 


Now for the floors: You can mop 100 square feet 
of flooring six nights a week for 52 weeks — 312 
times a year — for less than a dollar a year, with 
Wyandotte Detergent — cost — only 2 cents a week. 


This same low-cost, high-quality cleaning is true 
of all Wyandotte products. Wyandotte Yellow Hoop 
for the laundry and Wyandotte dish-washing clean- 
ers for the kitchen. 


The whole Wyandotte family will help you count 
vour cleaning pennies. If you do not have full in- 
formation about all the Wyandotte products, your 
Wyandotte Service Representative will be glad to 
call on you at your convenience. 


THE J-B- FORD COMPANY 
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St. Peter, Minnesota—Plans and specifications, 
prepared by Ernest Schmitt, architect, of Man- 
kato, for the new municipal hospital to be built 
for St. Peter, Minnesota, have been approved. 

is Neate 

St. Louis, Missouri—A grant of $1,188,000 in 
PWA funds has been approved for the construc- 
tion of three new ward buildings at the Koch Hos- 
pital for Tuberculosis Patients, St. Louis, Mis- 
souri, the city of St. Louis appropriating approxi- 
mately $1,500,000 to supplement the PWA grant. 

The new units, construction of which will be 
started within a short time, will increase the bed 
capacity of the Koch Hospital from 550 to 1,000, 
and will permit construction of a new administra- 
tion building, nurses’ home, and employees’ quar- 


ters. 
—_—_>—__— 


Fremont, Nebraska—The plans and specifica- 
tions for the New Dodge County Community 
Hospital, Fremont, Nebraska, have been approved 
and construction will soon be started. George 
Grabe of Fremont is the architect, aided by 


Charles Crane, New York City hospital con-— 


sultant. The final cost of the building will be 
$170,000, $75,000 of which will be furnished by 
the PWA. 


ate talc 
Browns Mills, New Jersey—The new hospital 
of the Deborah Tuberculosis Sanatorium, Browns 
Mills, New Jersey, was dedicated on November 13. 
It will provide accommodations for 125 patients. 
i aalliiams 
New Brunswick, New Jersey—Construction has 
been started on the $200,000 nurses’ home at St. 
Peter’s General Hospital, New Brunswick, New 
Jersey. When completed, the home will accom- 
modate 125 student nurses. 
RE SE 
Brooklyn, New York—Four new buildings, to 
cost a total of $5,653,000, will be constructed at 
the Kings County Hospital in Brooklyn, under 
tentative plans outlined today by Dr. 8. S. Gold- 
water, Commissioner of Hospitals. The chief 
building planned is a $2,735,000 hospital for 
chronically diseased patients. 
acesiiciiiiibaebioegs 
Brooklyn, New York—The new $300,000 six- 
story fireproof wing of the Holy Family Hospital, 
Brooklyn, New York, was dedicated by Bishop 
Thomas E. Molloy, on behalf of the Roman Cath- 
olic Diocese of Brooklyn. The hospital is operated 
by the Sisters of Charity. Sister Stella Margaret 
is treasurer and superintendent of the institution. 
sii 
Herkimer, New York—The Herkimer Memorial 
Hospital, Herkimer, New York, has been the re- 
cipient of a bequest of $10,000 from the estate of 
the late Dr. A. Walter Sutler. 
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New York City—St. Frances Schervier Hos- 
pital and Home for the Aged, New York City, was 
dedicated November 12, by Msgr. Michael J. La- 
velle, rector of St. Patrick’s Cathedral. The build- 
ing was erected by the Sisters of the Poor of St. 
Francis. It will devote its services to the care of 
the aged. 


snctieilicdinns. 

Suffern, New York—The Good Samaritan Hos- 
pital, Suffern, New York, was formally dedicated 
on November 2. The hospital is a four-story struc- 
ture with accommodations for eighty-seven pa- 
tients and cost $600,000. It will be operated by 
the Sisters of Charity of New Jersey, and will 
serve Rockland and Northern Bergen County. 

PR ee ae eh 

Cincinnati, Ohio—The Board of Trustees of the 
Jewish Hospital, Cincinnati, Ohio, has completed 
the program of expansion of this institution, 
which was initiated in 1929, by the placing of 
contracts for a large new wing to the main hos- 
pital building and a separate building to house 
its Institute for Medical Research. 


The new wing will be six stories high. The 
ground floor will contain central storerooms, a 
complete central sterilizing room, and additional 
kitchen facilities. The first floor will be devoted 
entirely to operating rooms and related depart- 
ments; the four upper floors will provide new 
private rooms and lounges. The building will be 
air conditioned throughout. 


Plans for the building were drawn by Fech- 
heimer & Ihorst, Inc., architects of Cincinnati, 
with Carl A. Erikson of Chicago as consultant. 

<lassidlatistalig 

Coshocton, Ohio—Honorable Clyde Burklew, 
Judge of the Probate Court, has ruled that the 
$200,000 bequest of the late Ernest A. Bachert 
may be used to build and operate a unit at the 
City Hospital, Coshocton, Ohio, for the care of 


crippled children. 
—_—~<—. 


Dayton, Ohio—The new five-story hospital of 
the Stillwater Sanatorium, Dayton, Ohio, has been 
completed and is now ready for occupancy. The 
building is of Georgian design and fireproof 
throughout, will accommodate 100 patients, and 
was built at a cost of $345,000. 

RA EE 

Findlay, Ohio—The new addition to the Home 
and Hospital, Findlay, Ohio, was formally opened 
on October 23. It was a gift to the city of Find- 
lay from O. D. Donnell, president of the Ohio Oil 
Company. The new addition greatly increases 
and expands the hospital facilities, provides addi- 
tional rooms for the patients, a new dispensary 
separate from the rest of the hospital, more room 
for the employees’ quarters, and improved facili- 
ties for the x-ray department. 
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..»»FOR REPORTS OF THEIR 
EXPERIENCE WITH HOFFMAN 
EQUIPMENT AND SERVICE 


Alexian Brothers Hospital, Signal Mountain, Tenn. 
Anoka Hospital, Anoka, Minn. 

Baroness Erlanger Hospital, Chattanooga, Tenn. 
Connellsville State Hospital, Connellsville, Pa. 
Gillette Hospital, Gillette, Minn. 

Glens Falls Hospital, Glens Falls, N. Y. 
Gouverneur Hospital, New York City 

Henry Ford Hospital, Detroit, Mich. 

Little Falls Hospital, Little Falls, N. Y. 
Lourdes Hospital, Binghamton, N. Y. 

Madison Park Hospital, Brooklyn, N. Y. 
Memorial Hospital, New York City 

Moose Lake Hospital, Moose Lake, Minn. 

New Haven Hospital, New Haven, Conn. 
Rochester Hospital, Rochester, Minn. 

St. Francis Hospital, Port Jervis, N. Y. 

Susan B. Allen Hospital, Eldorado, Kansas 
United Hospital, Portchester, N. Y. 


FOR 3-WAY TREATMENT OF 
YOUR LAUNDRY PROBLEMS 


| SURVEY OF LAUNDRY COSTS 


SURVEY OF OPERATIONS AND 
LINEN REQUIREMENTS... 
RECOMMENDATIONS MADE BY 
HOFFMAN ENGINEERS... 





EQUIPMENT APPROVED 
BY AMERICAN 
COLLEGE OF SURGEONS 


U. S. HOFFMAN 


MACHINERY COR'IPORATION 


111 FOURTH AVENUE NEW YORK, N. Y. 


COMPLETE 


LAUNDRY EQUIPMENT 


SERVICE FOR THE INSTITUTION 
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Salem, Ohio—The Salem City Hospital, Salem, 
Ohio, has been given $10,000 under the terms of 
the will of Frederic R. Pow, a prominent philan- 
thropist of that city. 


——— 


John Day, Oregon—Plans have been approved 
and the money provided for the construction of 
a new $50,000 hospital at John Day, Oregon. 

aibeieie cie. 

Portland, Oregon—Ground was broken Octo- 
ber 8 for the construction of a new state tubercu- 
losis hospital, which will be a unit of the Univer- 
sity of Oregon Medical School, Portland. The total 
cost of the building will be $300,000. 


ator Ne Sai 

Philadelphia, Pennsylvania—The Philadelphia 
General Hospital, Philadelphia, beginning with 
the fall term, October 1, has conducted a “re- 
fresher course” for all graduates doing private 
duty. The course, which is under the direction of 
Loretta M. Johnson, director of nursing, covers a 
period of four weeks and will be repeated in 
January, April, and June. 

cree See 

Charleston, South Carolina—Construction of a 
new public hospital, with a capacity of 350 to 
380 beds at Charleston, South Carolina, to replace 
Roper Hospital, and use of the present Roper 
facilities by the Medical College of the State of 
South Carolina for out-patient work, is recom- 
mended by Dr. Arthur J. Lomas, medical director 
of the University of Maryland Hospital, Balti- 
more, who has just completed a survey of the 
present hospital facilities. 

ail sth: 

Rock Hill, South Carolina—The trustees of the 
new county hospital at Rock Hill, South Carolina, 
have approved the architect’s plans for the con- 
struction of the hospital. It will be an L-shaped 
building, four stories high, with a capacity of 102 
beds, and will cost $350,000. 

eis ees 

Hot Springs, South Dakota—The new surgical 
unit of the Veterans’ Administration Facility 
Hospital, Hot Springs, South Dakota, has been 
opened. The unit adds 95 beds to the institution 
and cost $160,000. 


eel 


Dallas, Texas—President Roosevelt has ac- 
cepted the recommendation of the Federal Board 
of Hospitals calling for the construction of a new 
Veterans’ Hospital at Dallas, Texas. A site of 
two hundred forty-four acres in the southern part 
of the city has been selected. 

atiniilteiess 


Fort Worth, Texas—The new City-County Hos- 
pital of Fort Worth, Texas, built at a cost of 
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$475,000, and accommodating 185 patients, is 
nearing completion and will be opened for service 


- about March 1, 1939. 


idek ceases) 

Galveston, Texas—Jennie Sealy Smith, who 
died in New York on October 12, has left $500,000 
for the construction of a new hospital building to 
be erected by the Sealy and Smith Foundation for 
John Sealy Hospital, Galveston, Texas, in memory 
of her husband, R. Waverley Smith. The new 
hospital will be used as a private and semi- 
private pavilion for pay patients. Dr. Edward 
Randall, chairman of the building committee of 
the Sealy and Smith Foundation, thought it was 
possible that the Sealy and Smith Foundation will 
figure on the erection of a new main hospital 
building just west of the proposed unit. R. L. 
White, architect of the University of Texas, and 
Dr. Lucius R. Wilson, superintendent of John 
Sealy Hospital,. will serve as consultant architects. 

To the three nurses who attended Mrs. Smith 
during her last illness she bequeathed $15,000 to 
one, and $10,000 to each of the other two. 

‘icecdieead, 

Beckley, West Virginia—The contract for the 
construction of a new unit at Pinecrest Sani- 
tarium, Beckley, West Virginia, has been awarded 
to the Upchurch Construction Company, Mont- 
gomery, Alabama. The building will cost 
$200,000. 

lla tac 

Fairmont, West Virginia — PWA approved 
$220,000 loan and $180,000 grant to the City of 
Fairmont, West Virginia for construction of a 
municipal hospital and nurses’ home, which will 
replace Cook Hospital. The total cost will be 
$400,000, and the bed capacity will be 150. Marie 
Robertson has been superintendent of the Cook 
Hospital for the past seven years, and has helped 
in the planning of the new hospital. L. D. Schmidt 
of Fairmont is the architect. 

a ot <er 

Sheridan, Wyoming — Plans have been drawn 
and approved for the erection of the new Sheri- 
dan County Hospital, Sheridan, Wyoming, to cost 
$300,000. It will be financed by a county bond 
issue of $165,000, and a grant from the PWA 
for the remaining $135,000. 

spicata: 

Kentville, Nova Scotia—The new Blanchard- 
Fraser Memorial Hospital at Kentville, Nova 
Scotia, was formally opened to the public recently. 

a ae aie 

Montreal, Quebec—A campaign to _ raise 
$250,000 for the Homeopathic Hospital of Mon- 
treal, Quebec, has been conducted recently. Plans 
are being made to use $100,000 to build a new 
residence for nurses. 


HOSPITALS 























CLASSIFIED ADVERTISEMENTS 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must — casi at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS OPEN 





CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





POSITIONS WANTED 





EXECUTIVE—Many years’ experience as Director of Out- 
Patient Department large hospital, seeks change. Lin- 
quist, systematizer, originator of ideas. Asset to any 
institution. Highest credentials. Box B-1, HOSPITALS. 





MALE NURSE, middle aged, experienced, general and mental 
hospitals, desires home or institution employment. Mid- 
dle West preferred. Willing assume _ responsibilities 
Caretaker home or estate. A-1 Reference. Address Box 
B-2, HOSPITALS. 





THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Mlinois 


PATHOLOGIST—A.B., M.S., M.D. degrees, state university; 
graduate training here and abroad; eighteen years, path- 
ologist and director of laboratories, hospital group; re- 
garded highly by colleagues. No. 450, Medical Bureau, 
Pittsfield Building, Chicago. 


ADMINISTRATOR—Well-qualified young physician; aca- 
demic and medical degrees, eastern schools; two-year 
internship; year’s surgical residency; past six years, as- 
sistant administrator, large teaching hospital. No. 451, 
Medical Bureau, Pittsfield Building, Chicago. 


DIETITIAN—B.S., M.S. degrees; ten years, chief dietitian, 
large teaching hospitals. No. 452, Medical Bureau, Pitts- 
field Building, Chicago. 


GENERAL DUTY NURSE—Graduate of school of nursing 
of small hospital (’36); graduate training in pediatrics; 
year’s supervising experience; prefers general duty; will 
go anywhere. No. 453, Medical Bureau, Pittsfield Build- 
ing, Chicago. 


SUPERINTENDENT—Graduate of small hospital; five years, 
assistant superintendent of the hospital from which she 
was graduated; four years, superintendent, small private 
hospital; age 38. No. 454, Medical Bureau, Pittsfield 
Building, Chicago. 


SUPERVISOR—Surgical floor or eye, ear, nose and throat 
department; eastern graduate; six months’ postgraduate 
course, eye, ear, nose and throat nursing; three years, 
supervisor, surgical and medical floor, small hospital. 
No. 455, Medical Bureau, Pittsfield Building, Chicago. 


SUPERVISOR—Operating room; postgraduate training in 
operating room technique at Johns Hopkins; two years, 
operating room supervisor, 85-bed hospital. No. 456, Med- 
ical Bureau, Pittsfield Building, Chicago. 


SOCIAL WORKER—B.A. degree, midwestern college; two- 
year fellowship for which she received M.S. in Medical 
Social Work; year’s experience as social service case 
—: No. 457, Medical Bureau, Pittsfield Building, 

cago. 


TECHNICIAN—A.B., M.S. degrees; year’s excellent training 
under one of country’s outstanding pathologists; two 
years, technician with small clinic; five years, chief 
technician, 400-bed hospital. No. 458, Medical Bureau, 
Pittsfield Building, Chicago. 


DIRECTOR OF NURSES—Bachelor’s degree from eastern 
university; M.A., Columbia; graduate of eastern train- 
ing school; graduate training in public health nursing 
and administration; nine years, director of school, large 
teaching hospital. No. 459, Medical Bureau, Pittsfield 
Building, Chicago. 


ADMINISTRATOR—Immediate opening in 300 bed institu- 


tion, city of 100,000 in Florida, for capable, experienced 
administrator; requires proven ability. Address Box 
B-3, HOSPITALS. 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
Director, Charlotte M. Powell, R. N. 


ANAESTHETISTS: (a) 75-bed hospital; Pennsylvania; com- 
petent to supervise O. R. (b) assistant; 100-bed hospital, 
New York; some knowledge of laboratory. (c) assistant; 
Hoag hospital, New England; able to take medical dic- 
tation. 


DIRECTOR OF NURSING: (a) 200-bed hospital, Pennsyl- 
vania; approved school, 80 students; degree and wide 
experience necessary. (b) 100-bed hospital, New Eng- 
land; graduate staff; administrative experience essential. 
(c) Catholic hospital, New York State; approved school, 
35 students. (d) 75-bed hospital, New England; graduate 
staff; Jewish’preferred. (e) assistant; private hospital, 
N. Y. State; 150 beds; graduate staff, good background 
of training and experience. (f) assistant; general hos- 
pital, New York City; some teaching required. 


INSTRUCTORS: (a) Science; 180-bed hospital, mid west; 78 
students; degree required. (b) Nursing Arts; 100-bed 
hospital, Ohio. (c) 75-bed hospital. New England; 35 
students; practice and some theory. (d) 150-bed hospital, 
New Jersey; 50 students; to assist with teaching both 
theory and nursing practice. 


SUPERVISORS: (a) Med.-Surg. Floor; 50 patients; active 
Service; N.Y.S.; must be experienced. (b) general serv- 
ice; 50-bed hospital, New Jersey; supervisory experience 
essential. (c) pediatric service, large hospital, N.Y.S. 
(d) pediatric department; 180-bed hospital, New Jersey. 
(e) orthopedic unit; Children’s Hospital, West Virginia. 
(f) operating room; 100-bed hospital, N.Y.S.; approved 
school; active surgical service. (g) operating ‘room; pri- 
vate hospital, N.Y.S.; 40 beds; competent to direct grad- 
uate staff. (h) operating room; small hospital, Michi- 
gan; graduate staff. 


MISCELLANEOUS: (a) Technicians; laboratory and x-ray; 
southern hospital; 70 beds; 50-bed hospital; N.Y.S.; 63- 
bed hospital, New England. (b) Physiotherapists; large 
hospital, N.Y.S.; college background; 60- bed hospital; 
Ohio; special training and at least two years’ experience. 
(ce) Record librarian; 125-bed hospital, mid-west; 2,378 
admissions last year. 


We have many other desirable positions available. We 


serve only approved hospitals, and our candidates are se- 
lected carefully. 





AZNOE’S CENTRAL REGISTRY FOR NURSES 
Ann Ridley, Managing Director 
30 North Michigan Avenue 
Chicago, Illinois 


SUPERINTENDENT: Not over 45, experienced, New York 
registered; 175-bed general hospital, graduate staff. $175 
month, live out. 

SUPERINTENDENT: Some social service experience as 


well as hospital management, 50-bed maternity hospi- 
tal, North. Salary commensurate with experience. 


SUPERVISOR OF NURSING: Central office; degree and 
one year’s psychiatric experience required; $175 month. 
Middlewest metropolis. 


INSTRUCTOR: Full time, handle entire curriculum, as- 
sistant employed; 105-bed general hospital, East; $125, 
maintenance. 


INSTRUCTOR: Nursing Arts, 180-bed general hospital, 
East. Excellent opportunity for advancement. 
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POSITIONS OPEN—(Continued) 





POSITIONS OPEN—(Continued) 


ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 
DIETITIANS, technicians, supervisors, instructors, general 


duty nurses, anesthetists, administrators, physicians— 
there are hospitals everywhere needing your services! 





NEW YORK MEDICAL EXCHANGE (Agency) 
Patricia Edgerly, Director 
489 Fifth Avenue 
New York City 


WE DO NOT CHARGE A REGISTRATION FEE 


SUPERINTENDENT: (a) MAN—200-bed general hospital, 
up-state New York, training school, privately endowed, 
administrative experience. Salary about $5,000 (b 
WOMAN—small hospital, Massachusetts; experience nec- 
essary. Salary open. 


SUPERINTENDENT OF NURSES: 200-bed hospital, Penn- 
sylvania, training school; degree and experience neces- 
sary. $200 and maintenance up. 


ern tek 8 (a) CLINICAL—150-bed hospital, Connecti- 

B.S. degree. $100 and maintenance. (b) 

NURSING ARTS—200-bed hospital, Pennsylvania, Catho- 
lic. Salary open. 


DAY SUPERVISOR: Small hospital; capable of taking full 
charge of a graduate staff and act as assistant to super- 
intendent. Age about 35. Ohio R.N. $90 to $100 and 
maintenance. 





NURSE PLACEMENT SERVICE 


Anna L. Tittman, RB.N., Executive Director, 
Room 513, Willoughby Tower, 8 South Michigan Avenue, 
Chicago, Illinois 


ALL HOSPITAL POSITIONS IN APPROVED 
INSTITUTIONS 


DIRECTOR OF NURSES—Children’s Hospital; West Coast ; 
necessary educational requirements to maintain ap- 
proved standing of nursing school; salary $175, main- 
tenance. No. 


EDUCATIONAL DIRECTOR—State Board of Nurse Exam- 
iners; degree required, plus administrative and teach- 
ing experience; salary open. No. 06365. 


INSTRUCTORS—(a) Nursing Arts; Middlewest; successful 
teaching experience desired; 50 students; hospital 160 
beds; community of 80,000; open February 1, 1939. No. 
06440. (b) Nursing Arts; Middlewest; sciences taught 
at University; 85 students; hospital 225 beds; also as- 
sistant to director; open now; present instructor ill. No. 
06390. (c) Science; Middle Atlantic state; doctors on 
staff assist in teaching program; hospital 125 beds. 
No. 06483. 


SUPERVISORS—(a) Surgical; Middlewest; to assist in 
ward teaching program; excellent clinical facilities ; hos- 
pital 425 beds; salary $95, maintenance. No. 06169. (b) 
Medical and Surgical; West Coast; all graduate staff; 
34-bed department ; hospital 75 beds; specialized gradu- 
ate preparation and experience desired. No. 06403. (c) 
Obstetrical; Southern scenic location; duties include stu- 
dent instruction ; degree required ; university hospital 270 
beds; salary $1,800-2,000. No. 06427. (d) Operating 
Room; East; teaching included; good executive ability 
and experience required; hospital 258 beds; attractive 
salary. No. 06410. (e) Pediatric; Middlewest ; good op- 
portunity for experience; hospital 125 beds; salary open. 
No. 06491 


ANESTHETIST—45-bed hospital; extreme South; required 
to carry some supervisory duties ; salary $100, mainte- 
nance. No. 06291. 


LABORATORY TECHNICIAN—174-bed hospital; Illinois; 
active service; salary open. No. 06486. 
Openings for X-ray Technicians, Record Librarians and 
Physiotherapists. 


GENERAL DUTY—300-bed hospital; Atlantic Coast; un- 
usual opportunity in psychiatric nursing; opportunity for 
progressive nurse interested in promotion; salary $70, 
maintenance. No. 04251. 


WE OFFER A SELECTIVE SERVICE. 


INTERSTATE HOSPITAL AND NURSES BUREAU 


Mary E Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


DIRECTOR OF NURSING SERVICE: With experience. 85- 
bed Ohio hospital; graduate staff. Salary $150, main- 
tenance. (a) 100-bed Ohio hospital; graduate nurse 
staff. Salary depending upon experience. 


OPERATING ROOM SUPERVISOR: Post-graduate and ex- 
perience. 200-bed hospital, near New York City. Edu- 
cational advantages. Salary open. 


OBSTETRICAL SUPERVISOR: Post-graduate and experi- 
ence. Active department, 25 s. 12%5-bed hospital, 
eastern New York. (a) 100-bed hospital, large city. 
Salary $120. 


FLOOR SUPERVISORS: New York state. Several open- 
ings in general hospitals. 


GENERAL DUTY: Educational advantages. 8-hour duty. 
pw tl $65, maintenance. 200-bed new general hospital, 
mid-west. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


SUPERINTENDENT—Experienced graduate nurse superin- 
tendent to take charge of private hospital averaging 
85 patients; no training school. No. 461, Medical Bu- 
reau, Pittsfield Building, Chicago. 


SUPERINTENDENT OF NURSES—To succeed woman who 
has ‘held position for eight years; degree in Nursing 
Education and experience as director of nurses required; 
250-bed hospital. No. 462, Medical Bureau, Pittsfield 
Building, Chicago. 


ANESTHETISTS—(a) One of Pennsylvania’s leading hos- 
pitals; several years’ experience required; $125, mainte- 
nance. (b) Chief anesthetist; new general hospital; 
well-to-do community; must be qualified in administer- 
ing all anesthetics; West. No. 463, Medical Bureau, Pitts- 
field Building, Chicago. 


SUPERVISORS—(a) Surgical floor; large teaching hospital; 
two years’ college work and some teaching experience 
required. (b) Tuberculosis service; 65 beds; adult pa- 
tients; must be experienced in managing graduate gen- 
eral duty nursing staff; 40-hour week; $115, mainte- 
nance. No. 464, Medical Bureau, Pittsfield Building, 
Chicago. 


SUPERVISOR—Operating room; large teaching hospital; 
active service averaging 800-900 operations monthly; 
heavy administrative responsibilities; must be qualified 
supervise surgical staff 35 nurses. 0. 460, Medical Bu- 
reau, Pittsfield Building, Chicago. 


INSTRUCTORS—(a) Theoretical; small school; Massachu- 
setts; immediately. (b) Practical; 70 students; February; 
Michigan. (c) Science; 60 students; next summer; west- 
ern New York. (d) Theoretical; fairly large school; New 
England; immediately. (e) Nursing arts; 75 students; 
Philadelphia area; immediately. (f) Practical; 100 stu- 
dents; southern metropolis; southerner preferred. (g) 
Science; small school; possibility of working into posi- 
tion, director of nurses; immediately; East. (h) Science; 
70 students; 2 instructors; next fall. (i) To take com- 
plete charge; small school; west coast, Florida. (j) Sci- 
ence; one of California’s leading hospitals; February. 
No. 465, Medical Bureau, Pittsfield Building, Chicago. 


SOCIAL SERVICE WORKER—College graduate who has 
completed course in social service eligible; experience in 
dealing with syphilitic patients desirable; 400-bed uni- 
versity hospital. No. 466, Medical Bureau, Pittsfield 
Building, Chicago. 


ADMINISTRATORS—(a) Medical administrator for new 300- 
bed hospital; physician preferred, lay eligible. (b) 
Young physician trained in administration to assist 
medical director, hospital group. (c) Assistant super- 
intendent; young physician with hospital experience re- 
quired; state hospital. (d) Administrator; lay or med- 
ical; fairly large eastern hospital, privately endowed. 
No. 467, Medical Bureau, Pittsfield Building, Chicago. 
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Enjoy the “thrill” of the Best 
Employee for the Job—the best 
Job for the applicant ........ 


ZNOE'S files are filled with appreciative let- 
ters from satisfied applicants whom Aznoe's 
helped secure just the right position . . . 
and are filled with letters from employers 


thanking Aznoe's for securing the ideal em- 
ployee for the position. 


Aznoe's places: Nurses, Physicians, Laboratorians, 
X-Ray Technicians, Dieticians, Dentists, Dental Me- 
chanics, Dental Hygienists, Pharmacists, Chemists, 
Medical Stenographers, Superintendents, Historians, 
Medical Artists, Physiotherapists, Masseurs, Occupa- 
tional Therapists, School and Public Health Nurses. 


How to Become a Member of Aznoe’s 


Write for application forms. It is never too late to register, but 
anyone wishing a position should register as early as possible, 
Advantages of Membership 


Membership entitles you to all the advantages of Aznoe's for a 
period of one year . . . to be recommended by Aznoe's for a 
position . . . an ideal introduction to the position that needs 
you . . . someone fo tell of your qualifications for that place. 
No one can do this better than Aznoe's. 


3 CENTRAL 
ob REGISTRY 
FOR NURSES 


Est. 1896 


Executive Office: 
826, 30 N. Michigan, Chicago 






































THE 
AMERICAN DIETETIC ASSOCIATION 


maintains a Placement Bureau to assist 


HOSPITAL EXECUTIVES 


to find well-trained, competent 


DIETITIANS 


for their institutions 


All registrants are Association members whose 
credentials have been fully investigated. Only 
members carefully selected for the particular po- 
sition are notified of vacancies. 


Write the 


PLACEMENT BUREAU 


The American Dietetic Association 
185 North Wabash Avenue 


Chicago, Illinois 
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Full - Fold 


CAPES 





Snowhite Full-Fold Capes are 
available in all popular lengths 
and in many combinations of 
beautiful colors. Storm collar 
as pictured above, or military 
collar as pictured at right, 
are optional on all styles. 


A PrRoupD MOMENT 


Among her treasured memories, a nurse cherishes 
those of the day on which she first wore her cape. 


How proud she was of it! How it inspired her anew 
to contribute to the glory and honor of her profes- 
sion! 

Snowhite Full-Fold Capes are always a happy choice. 
Whatever the occasion or weather, these truly fine 
capes are adequately appropriate. They are avail- 
able in all popular lengths and in a wide range of 
beautiful colors. 


HOSPITAL EXECUTIVES: 


Be sure to consider Snowhite “Full-Fold” Capes for your 
next class. We will be glad to send you a sample cape for 
inspection without cost or obligation to you. 


~ Soelile Garment Mfg. Co. 


2880 N. 30th Street » Milwaukee, Wisconsin 
MEMBER, HOSPITAL EXHIBITORS’ ASSOCIATION 


TAILORED UNIFORMS 


and HOSPITAL APPAREL 
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A ROUTINE J & J PROCEDURE 
FOR SUTURE IMPROVEMENT 


eee in live tissue are a vital part of the search for ever better 
a 


nd better formulae for surgical suture production, carried on 


constantly in the Johnson & Johnson Laboratories. Hundreds of 
animal implants are made yearly, and complete case histories 
kept, by our own scientists to develop methods to serve the in- 
creasingly rigid demands of the surgical profession. 

The quest for greater adaptability and uniformity is unceasing. 
No expense is spared in the control of the existing high standards, 


nor in the pursuit of a more perfect norm. 


NEW BRUNSWICK, N. J. CHICAGO, ILL. 





Bee NUFACTURERS OF SURGICAL SUTURES SINCE 1887 
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Steam demand in hospitals, Morrill, Warren P., M.D. 

Lab ChDOCPE CRS Was LAwEE LEC ELEC Ver SAA e eee July- 85 
UE RN eee ae bs rick aSelea ke GaSe eee July- 81 
Steinbock, Paodestit William, M.D.—Obituary ..Dec.- 82 
Stewardship Convention, National .............. Oct.- 57 
Stokers, coal—Mechanical division of the hospital. Oct.- 67 
Subsidiary WORE ees oN kde cece u cdceeae ecu Dec.- 74 
Subsidiary workers—Nurses for nursing...... Aug.- 97- 
Subsidiary worker—Why repeat mistakes—Ed... .J » 2 66 
Se : UP Py ee ray Pek net A pk ma emit Def Dec.- 99 
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Surgery, Safeguarding patient against unnecessary 
Part 


big Sad owe a Cte eee eae se Taser ae Oct.- 51 

PE es oy cass Pir ies sae sae ei <eneeaaeers Nov.- 67 

Gt Ee RARER ye eRe MR I ACY SL Dec.- 60 

Surgical department—Lighting in the operating — i 
Soe RD PR RAS SSE ph ATS AL nee yon ier a ay pint oe ec.- 
Surgical requirements for tuberculosis treatment— 

Sanatorium administration ...........-++ee0+ Dec.- 25 


Survey, Chicago Medical Society inaugurates its. .July- 37 
Survey, Mississippi—Practical standards of medical 


service in small hospitals .................. July- 41 
Survey of hospital personnel, Emch, Arnold F., Ph. D. 
win Ca biasoie bra eis. desta pia die Me Pile ave dregs GP eas wee July- 69 
+ 
Tables—See charts, forms, tables 
Tariff status of books entering Canada.......... Aug.- 90 
Tax funds for voluntary hospitals—Ed......... Aug.- 67 
Tax funds for voluntary hospitals—Hospital care for 
REE soo she vcslGin ces GR baee came caeene Aug.- 17 
Tax support for voluntary hospitals—Voluntary chari- 
table service in the voluntary hospitals........ Nov.- 41 
Technical Committee’s recommendations — National 
MAGUEEN STOUIOTONCO | 6 5.5.5.0 s 8.8 vo ts bo ssn 0 Sane ee Oct.- 19 
Technique of obtaining permission for autopsies, War- 
Wi, BememeL, TED. ..< 5 étoc-cc%sied'e seksi oes July-103 
Textiles, Shrinkage of cotton ................. Dec.- 74 
ET OME so 554.03 oxi wwe pots avian eek ocean Nov.- 73 


Therapeutic value of clean surroundings—Poor 
teers ity Hospital WFIS <6. 6.0500 icoccs oss cee oe det. t.- 49 

Training of interns and residents in obstetrics, Cos- 
grove, Samuel A., M.D., Mee valk ele tbteteve ptelease Dec.- 41 

Training the intern y = municipal hospital, Smith, 


Nathan, M.D., | RE Te ees: Oct.- 96 
Trustees—-Importance of being educated for the job 
WD oo so06:5 6 0:9 50nd + wrnsiv ni bisa vinie Sine siete Dec.- 18 
Trustee to the hospital, Relation of the ......... Aug.- 75 
Trust funds, Safeguarding eleemosynary ....... Dec.- 49 
Tuberculosis—Sanatorium administration ........ Dec.- 25 
Tuberculosis, Role of the general hospital in the con- 
trol of, Kleinschmidt, BE, Mas Bes sc his Kewe's bee Oct.- 41 
Tuberculosis work of Edward Livingston Trudeau, 
M.D.—Hospital breaks out of its wall ........ Nov.- 60 
U 
RIEMMED i 57.05 iets drstea et < ah is wie wee sie a kis Se July- 40 
University of Minnesota Institute for hospital admin- 
RUMEN oan s-okiug deiey.wsiwre SSeS woe PORE Dec.- 17 


128 


Unmarried mother and her child, Responsibility of the 


NOSPIEEE CO oboe c cise ds ee teeeeies g elke ea tege ces Aug.-101 
vV 
Vacations and sick leave......... ye Ty ope Aug.- 24 
Van tlOrin tO aha pos RaW ice Laie ess eatle.w ars Aug.- 67 
Venereal disease clinices—Community planning for 
complete medical relief service in clinics...... Dec.- 35 
Venereal disease control and the hospital, Vonderlehr, 
BR BEE ei con cents ca nvecncsenetasvandeuaes Dec.- 71 
Visiting the sick—Ed. .........-.eeeeeeeeeeeee Sept.- 82 
Voluntary charitable service in the voluntary. hospi- 
tals, Goldwater, S. S., M.D. ............00-. Nov.- 41 


Voluntary hospital and the community, McArthur, 
TS RED ev cile chee a esl ve bbe 80s sie July- 17 
Voluntary hospitals, Tax funds for—Ed. ........ Aug.- 67 
Voluntary hospitals, Tax funds for—Hospital care for 
WS EY co ieiae ahs, wap dak ose b woes Cece sxe Aug.- 17 
Volunteer ite. -Welkaee of patient is goal of women’s 
WUGIAES  BOLVIIOS,  .'c.s:n'gp oe So poiawiges eo eis es Oct.-102 
Volunteer service for women’s auxiliaries, Benson, 
DURE. < UMEY Alen so. chile scale ga Ses US Oe A Nov.- 62 
Volunteer service in hospitals, Organization and man- 


GOMIOMG OL <5 bese 0e a toe Riv sc Nee alate DateraTehS cies Gc Dec.- 47 
WwW 

Ward patients, duty to our—Poor patients in hos- 
ITEM ETO ics 6 aia sate od bob Bleed tore ols dio lol el ocaveats Oct.- 49 
MAE A oie ee 5. Oo cede ore BIA s ala bie reales ae kis Oct.-111 
Water, Softest ever softened ................. Aug.- 56 
Wax and soap, Amberg, BRGY... 66.20 .ccccc cece Dec.- 97 

Welfare of patient is goal of women’s auxiliary ac- 
tivities, Hyde, Florence Slown................ Oct.-101 
Western Institute for Hospital Administrators. .Sept.-105 
What shall we drink? Swisher, Vesta H. ....... Sept.-116 

Wilhelm, N. A., M.D., goes to Peter Bent Brigham 
PUNMMARERINL © 755 ic:d/avg doa pho. e ob AGO Only otros 4 Creates Dare Nov.- 65 

Woman’s Hospital, Pittsburgh, Achievement in hos- 
WARE COMREIORN 0305555 6.0555 0 ilerod ae Re 9 Hwa cusses Aug.- 80 

Women’s auxiliaries organization—Volunteer serv- 
ice for women’s auxiliaries...............+.. Nov.- 62 

pS 

X-ray, Use of—Autopsy room and its appurtenances 
Sai ve cmumnacoueiun tennis Ieee lene avait k a aratecarerbaassteie are dieiarsrat aca Aug.- 70 
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100 BED CAPACITY: 


75 AVERAGE PATIENT CENSUS 


Editor’s Note 


It is recognized that the set-up as shown will 
probably not fit any individual situation com- 
pletely, but it should serve as a general guide to 
departmental organization and personnel. Any in- 
stitution attempting to apply this set-up to its own 
organization will find it necessary to modify it to 
local needs, personnel available, local salary scales, 
and the clinical and economic type of patient 
treated. 


400 BED CAPACITY ° 
300 AVERAGE PATIENT CENSUS 


LEGEND: 
M=No. OF MEALS PER DAY 
F=FPULL MAINTENANCE 
S = MONTHLY SALARIES 








GENERAL 


































































































SUPERINTENDENT 
$ 200-300 
ACCOUNTANT 
$125-150 M-! 
si 
CASHIER 
$100- 125 M-! 
SEC RE TARY 
$ 100- = M-! 
INFORMATION CLERK 
$¢ 80-100 M-! 
TELEPHONE OPERATORS- 3 
; ¢ 80-100 M-! 
SUPERINTENDENT BUSINES 
#500-800 Fr $ 200-30 
| 
ASSLSUPERINTENDENTS-2] | SURCHASING AGENT 
$ 100-200 F T 
: CLERKS “2 
SECRETARY a 
$100-125 M-I STORE KEEPER 
| $125-150 M-I 
STENOGRAPHERS-2 
$90-115.  M-I yee gaa’ 
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i 
ASST. PHARMACSST 











$100- 125, M+) 
STOCK ano "DELIVERY 
#80-100 3 =MFi 





















TENDENT 
F 





SUGGEST 
AL ADMINISTRATION 








TANT 
M-j 


IER 
M-| 


TARY 
M-! 


ON CLERK 
M-I 


PERATORS - 3 
M-! 












































PHARMACIST STORE-KEEPER 
$ 125-150 M-t 











DELIVERY BOY 
$ 40-60 M-! 




















BUSINESS MANAGER 
















































































a , 










































































$200-300 M-3 
HASING AGENT ACCOUNTANT ADMITTING OFFICER PRIN 
-200 M-! $125- am M-) $ 125-150 $125 -17 
I I sites 
ERKS - 2 ASST ACCOUNTANT ; INSTRU 
“115 M-! $100- Mt M-! yo oye taal —,* $ 100-15 

| 

| ciiattimnthetenimntenedeeteutacae 
RE KEEPER CASHIERS -2 HOUSE 
-150. M-I $100- “125 M-I a: $100 -12! 
. aneieeiamiianedaed 
ARMACIST STENOGRAPHERS- 2 1 RECREATIC 
“150 Mel $ 75-100 M-! BELL BOYS $100-125 
I $40-65 _——-—__—— 
PHARMACIST TELEPHONE OPERATORS: 5 CLE 
125 M-) $ 100-125 M-) $75-10C 
Ano DELIVERY MAI 
-100 M-1 $35-50 





»TED INTERNAL PER 
NURSING 








DIRECTRESS > 
$ 125-150 








INSTRUCTOR. 
$ 100-140 








SUPE RVISORS - > 













































































ASST. “alates 
¢75-125 





INTERN DIETITIAN ; 














$ 100- 125 

CHARGE NURSES- 6 

$ 80-100 & 

i 

GENERAL OUTY - 6 

$60-80 F 

SUBSIDIARY WORKERS: 6 

$35-60 -1 

PUPIL NURSES 

isrYR - 18 F 

27°YR - 12 5 

3°9 YR - 10 F 

DIRECTRES . 

$ 200-300 
PRINCIPAL 1 SUPERINTENDENT 
$125 - i. F $125- ie 
INSTRUCTORS - 3 SUPERVISORS. 5 
$ 100-150 e $ 100-150 f 
ea a a I 
HOUSE MOTHER CHARGE NURSES-I5 
$100 -125 a $ 90-125 F 





st 





2ECREATION DIRECTOR 





FLOOR DIET MAIDS-12 
$35-50 M-3 








a i 





GENERAL DUTY- +g 


























$ 100- 25 F $60- ll 
CLERK PUPIL NURSES| [SuasipiARY 30 

#75- — M-I iy YR -50 F 40-60 M-3 

“ ir I 
MAIDS - 6 —— oo CLERKS - 2 


$35- 50 M-! 

















3°°YR- 40 F 








$ 75-100 M-t 




















PERSONNEL ORGANI: 
DIETARY 





DIETITIAN 
$ 100-140 








CHEF 





$ 100-125 mM-3 
j 





PASTRY COOK 
$ 80-110 M-3 








aI 
KITCHEN MAIDS-3 
$ 35-50 M- 








WAITRESSES- 








3 
2 
$ 35-50 M-3 
2 
-3 


TRAY GIRLS - 
$35-50 M- 











DISH WASHER 
¢ 40-60 M -3 











DIETITIAN. 
$ 150-200 











INTERN DIETITIAN : 















































































































































a +-— 
ASST. DIETITIAN ASST. DIETITIAN ASST. DIETITIAN 
#75-125 F INTERN DIETITIAN F 75-125 
INTERN DIETITIAN F - 1 oo Ty F 
CHEF STOREMAN DISH WASHER: L 
FLOOR DIET MAIDS-12 #125-200 ™-3 $80-100 M™M-3 $75-90 M-3— SPECIAL DIET COOKS-2 
$35-50 M-3 I | I $80-110 = M-3 
ASST. CHEFS -2 BUTCHER WASHER LABOR-3 
ee ae $90-120  _M-2 $40-65 M-3 DIET HELPERS-3 
SAKE = I J $35-SO 8 M-3 
$90-125  m-3 ASST. BUTCHER POT WASHERS- 2 : 
I $75-100 M™-2 $50-75  M-3 CAFETERIA COUNTER-6 
ASST. BAKERS - 2 L $35-SO. M-3 
i roe “—*) WATTRESSES 6 
60-80 M-2 - 
DESPATCHING -6 ° ° 
so tecgmans $35-50 _M-3 














IZATION BY DEPARTME 























HOUSEKEEPING 













































































MEC 


o 





| Jane] [om 




















WATCH ENGINE 
$ 100-140 























FIREMEN-COAL PA 
$80-110 























I 
ELECTRIC! 
$100-125 



































i 
PLUMBE 
$ 100-125 











HOUSEKEEPER 
$ 90-125 F 
f t > 
SEAMSTRESS HOUSEMEN - 5 LAUNDRY MAN 
$ 75-90 M-1 ¢$75-90 M-! $90-125 M-! 
L | 
ELEVATOR BOYS - 2 LAUNDRY WOMEN -5 
$ 50-75 M-2 $ 50-70 M-! 
HOUSEKEEPER 
$ 125-175 i 
ASST. HOUSEKEEPER ASST. HOUSEKEEPER LAUNDRY MANAGER 
$ 80-110 $ 75-100 M-3 $100-150 M-! 
a it 
FLOORMEN -4 LINEN ROOM -2 CHECKERS ano MARKERS - 2 
$60- . M-! $60-90 M-! $75-90 M-! 
ee! > I 
WALL WASHERS: 3 SEWING ROOM -4 WASHMEN - 4 
$ 60-90 M-1 $ 60-100 M-! $75-5 M-! 
i i 
WINDOW WASHER DISTRIBUTORS -3 TUMBLER ano f.W.IRONERS-7 
$ 75-100 mM-! $50-75 M-1 $75-90 M-/ 
ROOM MAIDS- 6 PRESSane HAND IRONERS 6 
$40-60 M-! $ 50-75 M-I 























STEAMFITT 
$ 100-125 











MECHANIC HELPE 
$ 75-90 











nP 


PING 








| 
LAUNDRY MAN 
$90-125 mM-t 











LAUNDRY WOMEN - 5 
$ 50-70 M-! 

















JIEPARTMENTS 





MECHANICAL 





ENGINEER 
$125-1SO 


M-3 





i 





$ 85-110 


FIREMEN - 3 


M-i 





] 





$ 85-110 


UTILITY MAN 





} 





$ 90-125 


CARPENTER 


mM-i 








$90-125 


PAINTER 


M-i 





it 





$ 80-100 





GARDENER 


mM -I 














CHIEF ENGINEER 

















LAUNDRY MANAGER 
$100-150 M-! 





a 











CHECKERS awo MARKERS - 2 
$75-90 M-! 




















I 
WASHMEN - 4 
$75-S M-! 














i 
TUMBLER ano FW. IRONERS-7 
$75-90 M-l 

















i 
PRESS ano HAND IRONERS - 6 
$ 50-75 M-I 















































$150-200 M-3 
WATCH ENGINEERS 4] [CARPENTERS - 2 
$100- a mM-2 $100-125 M-) 
| 
ERE MER CON SERS -4 PAINTERS - 3 
80-110 $ 100-125 M-! 
| 
ELECTRICIAN ELEVATOR OPERATORS - 7 
$100- 125 M-2 $50-80 M-I 
| 
PLU MBER GROUNDS MAN 
$ 100-125 $90-115 M-!t 
i 
STEAM FITTER HELPER 
$100- ee M-) $75-90 M-)t 
MECHANIC HELPERS -2 
$75-90 M-! 











ACCE 
CLINIC: 


RECORD LI 
$100-125 : 











RECORD 
—— 














CCESSORY PROFESSIONAL SERVICES 



































































































































INICAL RECORDS LABORATORY RADIOLOGY 
‘ORD LIBRARIAN [PATHOLOGIST RADIOLOGIST 
0-125 wey | $100-1SO PR.TIME $100-15SO PR. TIME 
TECHNICIAN TECHNICIAN 
$100-1225 F $100-12 
RECORD LIBRARIAN DIRECTOR, SOC SERVICE PATHOLOGIST RADIOLOGIST 
$125-1795 M-t $150-175  M-t $400-600 ™-! $400-600 m-t 
’ L | L 
ASST. REC. LIBRARIANS-4| | CASE WORKERS - 5 TECHNICIANS - 6 TECHNICIANS-4 
$100-125 M-1 $100-125 M-l $100-1I5SO —-M-I $100-150 M-I 
oe | | 
LIBRARIAN MEDICAL TYPISTS -2 DIENER PHYSICAL THERAPIST 
$ 100-125 $90-115 M-1 $80-100 M-! $100-200 PR.TIME M-1 
: | 
PT. TECHNICIANS - 6 
$100-150 0 M-I 














